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HE BASIS of this report is experience 
with 300 cases of gross hemorrhage from 
the upper gastrointestinal tract encoun- 
tered in a Veterans Administration hos- 
pital from July, 1950, to June, 1955. Included in 
the series are all cases in which the occurrence of 
hematemesis or melena was recorded, regardless of 
severity, cause, and surrounding circumstances. All 
of the patients were men. The clinical data are 
summarized in table 1. 


Analysis of Cases 


Severity.—The extent of blood loss varied in the 
group from mild to severe; in the majority of pa- 
tients it was moderate or severe. The red blood 
cell count fell to less than 3 million per cubic milli- 
meter in two-thirds and to less than 2 million in one- 
sixth of the patients. 

Incidence.—The cases represent 300 hospital ad- 
missions of 271 patients. The rate of admission was 
highest in March and April (fig. 1). The patients in 
this study accounted for approximately 1% of the 
total hospital admissions. 

Most patients were between 25 and 65 years of 
age, with a median of 41. There was a concentration 
of patients in the 15-year span from 25 to 39, which 
is a feature of the general admission pattern of the 
hospital and a reflection of the age distribution of 
the total veteran population (fig. 2). Another con- 
centration occurred in the 15-year span from 50 to 
64. This is disproportionate to the number of eligible 
veterans but commensurate with the higher rate of 
hospitalization at these ages. 


The causes and consequences of gross 
hemorrhages from the upper gastrointestinal 
tract have been studied in 300 cases. Peptic 
ulceration of stomach, duodenum, or jejunum 
was responsible in 70% of the cases, and 
duodenal ulcer was the characteristic lesion 
in patients under 41 years of age. In the 
older patients, serious complicating disease 
occurred five times as often as in the 
younger. Melena was the universal symptom. 
Hematemesis occurred in approximately 
60% of the patients. The crude mortality 
rate for the entire series was 14%. None of 
the deaths occurred among the 161 patients 
in whom duodenal ulcer was the primary 
problem. In cases of bleeding esophageal 
varices, however, the survival rate was less 
than 50%, all of the deaths being asso- 
ciated with advanced cirrhosis of the liver. 
Internist, surgeon, and radiologist should 
cooperate as a team in an effort to reach 
an accurate diagnosis within 12 to 24 hours 
after such a hemorrhage. Blood transfusions 
should be given as necessary to restore and 
maintain an effective circulation. A patient 
who gives evidence of renewed bleeding 
any time after six to eight hours in the hos- 
pital will almost certainly require surgery. 
The decision, once made, should be carried 
out promptly. 


From the Veterans Administration Hospital, and the Department of Medicine, School of Medicine, University of Pittsburgh. 
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Etiology.—Peptic ulceration of stomach, duode- 
num, or jejunum was, as usual, the most common 
cause of bleeding into the upper gastrointestinal 
tract, being responsible in 70% of cases. Duodenal 
ulcer was the characteristic lesion in patients under 
the median age of the series (41 years). In the 
younger half it accounted for 71% of all hemor- 
rhages but in the older half for only 40%. 

In patients above the median age of 41 years, 
causes other than duodenal ulcer became increas- 
ingly frequent. The influence of age on the inci- 
dence of the various bleeding sources is demon- 
strated graphically in figure 3, where medians are 
charted. The median ages for patients with eso- 
phageal varices and for those with benign gastric 
ulcer, for example, were 10 and 14 years, respective- 
ly, above the median for the series. 

The occurrence of serious complicating disease 
was five times higher in the older half of the group. 
Approximately one-third of patients 41 years of 
age and older had some preexisting condition such 
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Diagnosis of Cause.—Diagnosis of the gastro- 
intestinal lesion was based largely on objective 
evidence obtained through x-ray examination, endos- 
copy, surgery, and autopsy. The history and physi- 
cal examination gave useful leads, and in typical 
cases the initial impression frequently proved to be 
correct. Recorded findings from previous studies of 
individual patients were used as available. Some- 
times the direct diagnostic procedures were first 
employed only after the hemorrhage had ceased 
and the patient’s condition had been substantially 
restored by transfusion. When the delay was more 
than a few days, the results of study were often 
inconclusive or negative. In other instances diag- 
nostic measures were undertaken at once, especially 
during the last year covered by this report. X-ray 
examination was done immediately in 11 cases, gas- 
troscopy in 39, and esophagoscopy in 24. 

Some measure of the accuracy of clinical diagno- 
sis was gathered from comparative findings at surgi- 
cal operation or autopsy. In the group with duo- 


TaBLe 1.—Etiology, Severity, Treatment, and Mortality in Three Hundred Cases of Gross Upper Gastrointestinal Hemorrhage 


No. of Patients with Red 
Blood Cell ¢ ount Less Than 


Patients, Median 


use Hemorrhage 
ulee 
Age ot yr. 


2 2 2 
Benign gastric ulcer............ 23 aS 6 17 
Peptic wheer, total. 212 38 137 
Esophageal varices.............. 30 51 7 2 
sec 13 41 0 8 
re 25 57 4 17 


Give Av 
Age, Yr. 2 Million 3 Million. 4 Transfusion, 
Lite 


Cases of 


— Emergency 


Surgical egecatte e Total Total 

Deaths, Mortality, 
No. % 
30 2.0 1 0 0 0 
35 2.1 2 0 0 0 
15 1.8 0 0 1 4 
19 3.2 4 1 2 7 
8 1.5 0 0 2 22 
2 5.0 2 0 0 0 
109 2.2 9 1 5 3 
17 2.5 1 1 5 22 
16 6.0 2 1 2 9 
142 vr 12 3 12 6 
9 5.5 2 1 2 10 
27 3.5 2 1 7 57 
11 3.4 2 1 1 8 
16 3.4 2 0 9 36 
205 3.0 20 6 41 14 


* Mistaken preoperative diagnosis of peptic ulcer. 


as hypertensive or arteriosclerotic cardiovascular 
disease, chronic pulmonary disease with emphyse- 
ma, cirrhosis of the liver, chronic nephritis, obesity, 
alcoholism, or acute infection. 

Symptoms of Hemorrhage.—Melena was the uni- 
versal symptom of hemorrhage. Hematemesis oc- 
curred in approximately 60% of the patients, varying 
in frequency from slightly less than 50% in those 
with duodenal ulcer to about 90% in those with gas- 
tric ulcer, esophageal varices, and gastritis. A his- 
tory of syncope at the onset was obtained in 10% 
and the signs of profound shock were observed in 
15%. Previous occurrence of one or more hemor- 
rhages was recorded in nearly half the cases. The 
tendency to repeated episodes of bleeding was es- 
pecially striking in patients with anastomotic ulcer 
and least evident in those with esophageal varices. 
In the former situation the patients usually had ex- 
perienced bleeding as a major symptom leading to 
surgical treatment; in the latter, the first gross 
hemorrhage was often fatal. 


denal ulcers, 36 patients ultimately came to surgery 
during the course of this study, and, in the group 
with benign gastric ulcers, 9. Preoperative diagnosis 
here was usually correct except for some discrep- 
ancy in the precise location of the ulcer in relation 
to the pylorus. In one case, however, carcinoma of 
the stomach was mistaken for a benign gastric ulcer. 
In another, a patient bleeding copiously from eso- 
phageal varices was subjected to “blind” subtotal gas- 
tric resection as an emergency procedure on the pre- 
sumption that peptic ulcer was the source. 

In patients with jejunal ulcer, seldom was a crater 
convincingly demonstrated on x-ray. Diagnosis was 
therefore based largely on a typical course of events 
following some type of operation involving gastro- 
jejunal anastomosis. The presence of jejunal ulcer 
was proved in the nine patients treated surgically. 
One patient whose case is included in the group of 
cases of esophageal varices was at first thought to be 
bleeding from an anastomotic ulcer. At operation 
for duodenal ulcer two years previously, the surgeon 
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saw none of the evidence of hepatic cirrhosis and 
portal engorgement encountered on the subsequent 
one. 

Gastritis was not an entirely satisfactory explana- 
tion for hemorrhage in this series. Gastroscopic 
findings gave the diagnosis in six cases. In three oth- 
ers, the diagnosis was made from pathological ex- 
amination of the portion of stomach removed in 
subtotal gastrectomy. In another case, it was an 
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Fig. 1.—Incidence by month of 300 cases of upper gastro- 
intestinal hemorrhage. 


autopsy that determined the diagnosis. In the re- 
mainder, the diagnosis of gastritis was reached on 
clinical grounds, particularly in alcoholics having 
hematemesis without evidence of peptic ulcer or 
esophageal varices. 

In the group of miscellaneous causes of upper gas- 
trointestinal hemorrhage were six cases of dia- 
phragmatic hiatal hernia of the stomach. Esopha- 
goscopy was carried out in four of the six patients, 
and in three there was found an associated esopha- 
gitis. 

The cause of bleeding was undetermined in 8% of 
the total series. Failure to demonstrate a source was 
no doubt due in part to delay. In some cases the pa- 
tients were already seriously ill from other disease 
prior to the hemorrhage, which appeared as a termi- 
nal event. Here the site of bleeding may have been 
a “stress” ulcer of stomach or duodenum.’ 

Treatment.—The first aim was to transfuse as nec- 
essary to restore and maintain an effective circula- 
tion. We took the position that any favorable in- 
fluence locally on the course of bleeding which 
could theoretically come from low blood volume and 
low blood pressure would be outweighed by the 
noxious effects systemically of anemia, shock, and 
hypoxia. Accordingly, blood transfusion was carried 
out in all severe and moderately severe cases, that 
is, in approximately two-thirds of the series. The 
average amount of blood administered to those who 
were given transfusions was 3,000 cc. 

When bleeding failed to cease promptly after ad- 
mission of the patient to the hospital, or when it 
recurred, the patient was considered to be in im- 
minent danger of irreversible shock and fatal ex- 
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sanguination. In such cases of persistent hemorrhage 
where the site of bleeding was thought to be in the 
stomach, duodenum, or jejunum, emergency surgical 
treatment was undertaken as a lifesaving measure. 
For gastric and duodenal lesions, subtotal gastrec- 
tomy was done, and for jejunal ulcers, resection of 
the involved intestine and reconstruction of the gas- 
trointestinal anastomosis were done. Twenty pa- 
tients were so treated and 14 survived. 

Mortality.—A crude mortality rate of 14% for the 
series expresses fairly well the gravity of the event 
of hemorrhage into the upper gastrointestinal tract 
but fails to qualify its role in the cause of death. In 
most of the fatal cases there was antecedent dis- 
ease of the heart, blood vessels, lungs, liver, or kid- 
neys (table 2). In some instances the hemorrhage 
came as a final lethal blow in a patient manifestly 
intolerant of major trauma of any sort. 

The best results were in patients with hemorrhage 
from duodenal ulcer, with a fatality rate of only 3%. 
Were five cases eliminated from the group for the 
reason that duodenal ulcer was not the “primary” 
problem, the “corrected” mortality in the remaining 
161 would be zero. In gastric ulcer, in accord with 
general experience, the outcome was less favorable, 
the mortality being 22%. 


CASES OF UPPER 
GASTROINTESTINAL HEMORRHAGE 


300 CASES JULY I950- JUNE 1955 


SAMPLE OF GENERAL HOSPITAL ADMISSIONS 
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Fig. 2.—Comparison, by age, of patients with gastrointes- 
tinal hemorrhage, general hospital patients, and veteran 
population of the United States (as of Dec. 31, 1955). 


In cases of bleeding esophageal varices, the sur- 
vival rate was less than 50%. Hemorrhage was not 
the immediate cause of death in that the acute 
anemia was usually satisfactorily corrected several 
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days before the patient died in coma. In all of the 
fatal cases there was advanced cirrhosis of the liver, 
and the coma resembled that ordinarily associated 
with hepatic failure. 

Prognosis.—The familiar relationship between age 
and outcome in upper gastrointestinal hemorrhage 
is clearly seen in this series (fig. 3). Of the 41 
deaths, 34 occurred in patients above the median age 
of 41 years. In terms of mortality rate, in the young- 


TaBLe 2.—Complicating Disease in Fatal Cases 


Source of Case Age, 
Hemorrhage No. Yr. Preexisting Condition 
Duodenaluleer 1 49 Chronie nephritis: uremia 


2* 53 Postoperative, pneumoencephalography 
3 55 Bronchogenie carcinoma; emphysema 

4 64 Bronchogenic carcinoma with metastasis 
5 65 Lobar pneumonia 


None 
Chronie nephritis; aleoholism 
61 Complete colonic obstruction; uremia 
a) 63 (Died 10 minutes after admission) 
Pulmonary emphysema 
Jejunal uleer ll Malnutrition 

12* 48 Chronie aleoholism 


Gastrie ulcer 


Gastritis 13 31 Hepatic cirrhosis; pancreatitis 
 Arteriosclerotic heart disease 

Esophageal 15* 54 Hepatie cirrhosis 

varices 

16-31 .. Hepatie cirrhosis 

Gastric 32* 48 Metastasis 

carcinoma 
Undetermined 33 Postpancreatectomy; malnutrition 


Pulmonary emphysema 
Aortic stenosis; congestive heart failure 


Arteriosclerotic heart disease; congestive 
heart failure 


63 
57 
37 59 Hypertensive heart disease; congestive heart 
failure 
59 
61 
64 
68 


Pulmonary emphysema and tuberculosis 
Generalized ly inphosarcoma 
Syphilitic heart disease 


41 Bronchiectasis and emphysema 


* Died within 10 days following emergency surgery for hemorrhage. 


er half it was approximately 5%, and in the older 
half 23. This trend was generally evident through- 
out the various categories of disease. 

Among patients with duodenal ulcer there were 
no deaths at ages below the group median of 37 
years, and in those with gastric ulcer only one of 
five deaths occurred below the median age of 55. 
A notable exception to the rule is seen in the case 
of bleeding esophageal varices secondary to cirrhosis 
of the liver, where 8 of 17 deaths occurred below the 
median of 51 years. This can be interpreted as mean- 
ing that the adverse effect of disease of the liver on 
outcome from hemorrhage overshadows in impor- 
tance the factors commonly associated with aging. 

The direct relationship between advancing age 
and mortality from gastrointestinal hemorrhage at 
once suggests that the condition of locally exposed 
arteries is the determinant. This hypothesis requires 
the assumption that the patient's age substantially in- 
fluences the type of sclerosis which develops in these 
vessels and that the degree of arteriosclerosis de- 
termines whether the bleeding vessels close or stay 
open. A more comprehensive view as suggested by 


the data presented here is that with aging there is a 
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general decline in tolerance to trauma and an in- 
creasing frequency of complicating disease of the 
vital organs. Still another element to be taken into ac- 
count is the changing incidence of the several bleed- 
ing lesions with successive decades. Duodenal ulcer, 
the common source of bleeding in youth, becomes 
relatively less frequent toward middle life and be- 
yond, to be replaced by other lesions possibly in- 
herently more hemorrhagenic. 


Current Treatment 


This experience with upper gastrointestinal bleed- 
ing has led us to adopt certain basic principles for 
the management of this common and important 
problem. An outline of procedure like Zamcheck’s ? 
should be very useful to the house staff of any gen- 
eral hospital, particularly during the night hours. 

Deficiencies in our program during the earlier 
years of this report were due chiefly to two factors: 
(1) delay in making a diagnosis as to the site of 
bleeding and (2) delay in applying surgical treat- 
ment when continued or recurrent bleeding was evi- 
dent. We now firmly believe, as does Palmer,’ in the 
early use of diagnostic procedures, including radiog- 
raphy and endoscopy, when confronted with a case 
of hemorrhage without a previously established 
diagnosis. Every effort is made to arrive at a diag- 
nosis as accurately as possible within the first 12 to 
24 hours. This calls for closest cooperation among in- 
ternist, surgeon, and radiologist, who together con- 
stitute a “G. I. hemorrhage team.” A carefully taken 
history and physical examination are, of course, im- 
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Fig. 3.—Age incidence of 300 patients with hemorrhage, 
median ages for various causative lesions, and fatalities by 
age. 


portant and may give helpful clues as to diagnosis 
and probable severity of the hemorrhage. However, 
many times the history and physical findings do not 
contribute directly to the diagnosis, and on some 
occasions, such as in the case of cirrhosis of the liver 
with bleeding from a peptic ulcer, alone they may be 
misleading. 
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Beginning with the last year of this report, we 
have made routine the early use of x-ray and/or 
endoscopy in cases of bleeding of undetermined 
origin. To date we have seen no recurrence of hem- 
orrhage or other harm come from these examina- 
tions. It is good practice, we think, for the internist 
to accompany the patient to the x-ray department 
so that he and the radiologist can study the case 
together. Should further bleeding occur, the intern- 
ist will be on hand to detect immediately any 
change in the patient’s condition. During the early 
years of the period reported; manipulation during 
fluoroscopy and radiography was held to an abso- 
lute minimum, but the results were so seldom help- 
ful that gradually the radiologists became more 
bold. More vigorous manipulation has not caused 
complications and has considerably increased the 
number of positive findings. 

In lesions of the stomach and duodenum, radiog- 
raphy is more revealing than gastroscopy, but in 
esophageal lesions esophagoscopy is more accurate 
than radiography. Varices and esophagitis are more 
readily recognized by direct vision. Evidence of 
hiatal hernia is sometimes obtained by esopha- 
goscopy when emergency x-ray examination fails. 
This diagnosis can be made when gastric mucosa is 
encountered considerably above the 40-cm. level. 
Usually x-ray is done before endoscopy, but, if the 
most likely possibility appears to be varices, endos- 
copy may be performed first. As a preliminary step 
in such cases, a tube is passed into the stomach to 
make sure that there is no obstructing lesion or di- 
verticulum in the esophagus. We almost always 
do esophagoscopy before gastroscopy, because in- 
formation obtained from the former is of value in 
both a positive and negative sense. Should further 
hemorrhage make surgical treatment mandatory, our 
' surgeons are willing to proceed with laparotomy if 
we can assure them that the site of bleeding is not 
in the esophagus. 

The 53-cm. esophagoscope is used routinely, be- 
cause with this longer instrument the gastric mucosa 
adjacent to the cardioesophageal junction can be 
seen. With this instrument we use the rubber-tipped 
introducer and the telescopic lens from the Eder- 
Hufford esophagoscope. Both of these accessories 
are invaluable aids. The former greatly facilitates 
passage, and the latter considerably improves visi- 
bility. With these improvements, esophagoscopy is 
no longer the formidable procedure it once was. 

Esophageal varices often do not have the bluish 
grape-like appearance usually described. Frequently 
they are more deeply situated beneath the mucosa, 
which they throw into heavy tortuous folds best 
seen at the end of expiration. 

In addition to x-ray and endoscopy in the diagnos- 
tic studies, various laboratory studies are ordered. 
These include blood cell count, sulfobromophthal- 
ein (BSP) retention test, determination of prothrom- 
bin time, platelet count, and coagulation time (Lee- 


HEMORRHAGE—WEBER ET AL. 1903 


White method ). Sulfobromophthalein retention as a 
test for hepatic cirrhosis is significant when normal, 
but a brief interval of hypoxia or fever or an alcohol- 
ic debauch may cause a high reading. Most cirrhotic 
persons who bleed from varices have a prolonged 
prothrombin time, usually six or more seconds over 
the control. Those with prothrombin times near 
normal are frequently bleeding from some source 
other than varices. To assume that because a bleed- 
ing patient has cirrhosis he is necessarily bleeding 
from varices is pure speculation. Often a peptic ul- 
cer is the site. This may be so even when varices 
are definitely present. The common association of 
esophagitis with varices as suggested by Wangen- 
steen * has impressed us. No doubt this inflammation 
is an important factor in precipitating hemorrhage. 
Finally, the combination of a small sliding hiatal 
hernia, with its associated reflux, and esophageal 
varices creates a particularly evil situation. 

The frequency of bleeding from superficial ero- 
sions near the cardioesophageal junction in patients 
who have vomited repeatedly, especially alcoholics, 
has attracted our attention. This phenomenon must 
be related to the Mallory-Weiss syndrome,’ but 
without frank lacerations. Fleischner,® in a recent 
article on hiatal hernias, discussed the possible 
mechanism for the production of these lesions. Such 
erosions near the cardioesophageal junction were 
probably responsible for the bleeding in some of 
the undiagnosed cases in our series and possibly in 
cases attributed to gastritis and other causes. 

Decision to operate for hemorrhage depends on 
the site and on whether or not bleeding ceases 
promptly. The hemorrhage will have stopped in ap- 
proximately 80% of cases by the time of admission 
of the patient. Since there is no way of predicting 
which patient will commence to bleed again, all 
patients in whom a diagnosis has not been made are 
studied immediately with a view toward finding 
the source. Fortunately, in most cases bleeding 
ceases for a while, at least, so that necessary studies 
can be made in this interval. If this opportunity 
for diagnosis is not exploited and further bleeding 
occurs, confusion and uncertainty will be inevitable. 
Diagnostic studies can be done during the course 
of bleeding, if it is not too brisk, but the results of 
the observations are less certain. In the occasional 
massive bleeder whose hemorrhage does not stop 
long enough to permit diagnostic studies, we use 
the Blakemore or Nachlas’ tube diagnostically and 
therapeutically. 

A patient who gives evidence of renewed bleed- 
ing any time after six to eight hours in the hospital 
will, in our experience, almost certainly require sur- 
gery. If operation becomes necessary, the sooner 
this decision is reached the better the chance of sur- 
vival. Consequently, where fresh or continued bleed- 
ing is evidenced after six to eight hours in the hos- 
pital, preparation for surgical treatment is made at 
once, including massive blood transfusion. The 
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surgical service follows all bleeders with us from the 
time of admission. Delay in deciding upon surgery, 
which was common in the past, seldom occurs now. 
In addition to the familiar risks of delay, an addi- 
tional hazard has been pointed out recently by 
Krevans and associates." They report the develop- 
ment of a hemorrhagic diathesis due to thrombo- 
cytopenia in patients receiving more than 10 units 
of blood within 48 hours. This is another reason for 
prompt surgical intervention in the face of unar- 
rested bleeding. 

Patients are given nothing by mouth until bleed- 
ing seems to have stopped. A Levin tube with suc- 
tion is used to help determine whether bleeding is 
continuing and also to better prepare the stomach 
should roentgen studies be needed. In severe bleed- 
ers we have found hourly recording of urine volumes 
from an indwelling catheter a most valuable guide 
to the adequacy of volume replacement. In elderly 
persons and in those with chronic slow blood loss, 
packed cells are used rather than whole blood. Blood 
pressure and pulse rate are recorded hourly or 
oftener. 

Gastric ulcers deserve special attention when they 
bleed. Recurrence in the hospital of bleeding from 
gastric ulcers is more common than that from duo- 
denal ulcers, and it is apt to be very severe and life- 
threatening. In cases of gastric ulcer it may be better 
judgment to operate promptly without waiting for 
recurrence. 

There is one exception to the general rule that 
patients with recurrent or continued hemorrhage in 
the hospital are treated surgically. This pertains to 
a group of patients described above, generally alco- 
holics, who have been vomiting a great deal and 
whose bleeding comes from erosions near the cardio- 
esophageal junction. These patients, badly nour- 
ished, are poor surgical risks. Here the bleeding, 
though continuous, is not usually overwhelming, and 
the loss can be met satisfactorily with several trans- 
fusions a day. In several days the bleeding ordinarily 
ceases. Another reason for a conservative attitude 
under these circumstances is that the high location of 
the lesion makes surgical correction very difficult. 

In regard to esophageal varices, our surgeons in 
the last two years have been approaching this prob- 
lem more aggressively, but, as have others, we have 
found that the usual patient with cirrhosis is such 
a poor subject for operation that results are still not 
very encouraging. Bleeding episodes following sub- 
total gastrectomy present a most perplexing prob- 
lem. More often than not a marginal ulcer fails to 
visualize on x-ray, especially when the patient has 
had no pain. If repeated hemorrhage occurs without 
demonstrable ulcer, exploration and subdiaphrag- 
matic vagotomy are indicated. In cases of repeated 
ulceration, the pancreas should be carefully exam- 
ined with the Zollinger-Ellison syndrome ° in mind. 

On occasion, a patient is admitted repeatedly and 
studied exhaustively each time without a definite 
diagnosis being made. Eventually, the patient is 
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advised to report promptly to the hospital at the 
very onset of the next bout of bleeding with a view 
toward immediate laparotomy. This approach has 
been recommended by Bockus and co-workers '° and 
may be the only way to make a diagnosis in these 
puzzling cases. 

Summary 


A series of 300 unselected cases of gross upper 
gastrointestinal hemorrhage has been studied. Duo- 
denal ulcer accounted for more than half the cases, 
with a mortality rate of 3%. The outcome was con- 
siderably less favorable with other lesions. In the 
case of bleeding from esophageal varices associated 
with hepatic cirrhosis, fewer than 50% of patients 
survived. Bleeding duodenal ulcer, common in 
youth, became relatively less frequent toward mid- 
dle life, to be replaced in later years by lesions more 
hemorrhagenic. The over-all fatality rate for the 
series was 14%. In most of the fatal cases there was 
antecedent disease of the heart and blood vessels, 
lungs, liver, or kidneys. The direct relationship be- 
tween advancing age and rising mortality depended 
in part, at least, on the increasing frequency of com- 
plicating disease with successive decades and on the 
changing incidence of the various bleeding sources 
from the more benign to the more dangerous. 

Bleeding is especially hazardous (1) when it fails 
to cease and its precise source is unknown and (2) 
when the patient is already burdened with some 
other disease which lowers tolerance to hemorrhage. 
Further improvement in outcome in upper gastro- 
intestinal hemorrhage requires a reduction in the 
number of cases of undetermined origin and a more 
effective approach in those cases in which there is 
preexisting impairment of the cardiovascular sys- 
tem, lungs, liver, or kidneys. We advocate a vigor- 
ous program of management which includes liberal 
use of blood transfusion, prompt employment of the 
direct diagnostic techniques of radiology and endos- 
copy when a positive diagnosis as to source has not 
previously been made, and surgical treatment with- 
out delay in those cases in which the site is known 
and the bleeding evidently continues or recurs. 


3601 Fifth Ave. (13) (Dr. Gregg). 
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EARLY PROSTATIC CARCINOMA 
A STUDY OF CAUSES OF DELAY IN PERFORMING SURGERY 
Clarence V. Hodges, M.D., Theodore H. Lehman, M.D. 


and 


Curtis A. Macfarlane, M.D., Portland, Ore. 


We are continually and discouragingly impressed 
with the number of patients suffering from prostatic 
carcinoma who are seen too late for curative sur- 
gery. This study was undertaken to determine the 
common causes of delay, by either physician or 
patient, in the hope that bringing them to light 
might help to prevent them. 

In this presentation we shall consider early pros- 
tatic carcinoma as representing cancer confined 
to the prostate gland and, therefore, suitable for 
radical surgery. This will include types A and B 
of Kaufman and others’ and groups I and II as 
categorized by Hudson and others.’ The patients 
considered will be those in whom the lesion was 
identified sufficiently early that a radical pros- 
tatectomy was ultimately carried out. While it might 
be argued that these are the patients in whom cura- 
tive surgery was done and who, therefore, might 
be considered to have been ideally treated, a study 
of this series indicated that there were certain 
avoidable delays. Study of the causes of delay in 
this group should illuminate the entire problem of 
delay in surgery for prostatic cancer. 

We have empirically postulated that a period of 
more than two weeks between the time of diagnosis 
(or tentative diagnosis ) and radical surgery would 
be considered excessive delay. The possible exist- 
ence of cancer curable by radical surgery consti- 
tutes a semiemergency. No one can predict the 
moment at which malignant cells will cross the 
periphery of operability, but it is obvious that there 
must be a point in time beyond which curability 
has been definitely compromised, this event taking 
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The causes of delay in getting a patient 
to definitive surgery have been studied in 
112 men undergoing radical prostatectomy 
for prostatic carcinoma. The interval was 
measured from the time when the diagnosis 
could have been made by the examining 
physician to the actual date of surgery. The 
period preceding the examination is not 
measurable because early prostatic cancer 
is asymptomatic. The delay following exam- 
ination was considered excessive in 29 
cases, and the major responsibility was con- 
sidered to be the physician’s in 22 instances 
and the patient’s in 7. The most common 
cause of delay by the physician was failure 
to recognize cancer in the presence of pros- 
tatitis or to distinguish between the two con- 
ditions. In four instances delays up to two 
years occurred because the finding of a 
prostatic nodule was not followed by a more 
thorough study. Misleading results of needle 
biopsies and irrational attempts at palliation 
with estrogens were also occasionally re- 
sponsible. The authors believe that every 
prostatic nodule should be subject to open 
biopsy, with all preparations made for im- 
mediate radical prostatectomy should the 
frozen section be reported positive. The 
family physician should combat the patient’s 
fear and lack of understanding. He can 
thus minimize delays and increase the num- 
ber of prostatectomies done early enough 
to effect a cure. 
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place in the hours or even minutes during which 
the first malignant cell passes beyond the reach of 
radical surgery. 


Materials and Methods 


One hundred twelve men have undergone radical 
prostatectomy, perineal or retropubic, for carcinoma 
at the University of Oregon Medical School Hos- 
pitals, the Portland Veterans Administration Hospi- 
tal, or on the private service of one of us (C. V. H.) 
from Jan. 1, 1949, to July 1, 1956. The case histories 
of these patients have been studied to determine 
the causes of delay in getting the patient to defini- 
tive surgery. We have not considered the duration 
of symptoms prior to the patient’s seeking medical 
advice as a factor pertinent to this study but have 
measured the interval from the time that it was 
possible for a doctor to have made the diagnosis 
(or instituted measures that would result in a 
positive diagnosis) to the actual date of surgery. 
Instances of delay in diagnosis or operation have 
been grouped in two main categories, those attrib- 
utable to physicians and those attributable to pa- 
tients. The responsibility for delay was usually 
clearly on one side or the other, but in two cases 
both physician and patient caused avoidable delay. 


Results 


In 29 (26%) of the 112 cases, there was excessive 
delay before the prostatectomy was performed. A 
physician was responsible for significant delay in 
diagnosis or institution of surgical therapy in 22 
instances. Delay by the patient was responsible in 
seven instances. 

Causes of Delay by Physicians.—Cancer was mis- 
diagnosed as prostatitis or not differentiated from 
coexistent prostatitis in five instances. This was the 
most common cause of delay by the physician. 
Periods of delay ranged from six months to nine 
years. 

Delay while patients were given estrogens oc- 
curred in four instances. Intervals of delay ranged 
from six months to seven years. One of these pa- 
tients received estrogens as well as regular pros- 
tatic massage, a marvel of incompatibility! Patients 
who received estrogens as a preparatory maneuver 
in anticipation of radical prostatectomy have not 
been included; only those who received estrogens as 
a definitive procedure are considered. 

Failure to refer the patient for diagnosis and 
treatment after the nodule was found occurred in 
four instances. Histories in these patients indicated 
that a nodule had been noted on a commendably 
thorough examination, but nothing was done for 
intervals ranging from two months to two years. 
These delays on the part of the physician were 
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apparently due to a lack of appreciation of the 
urgency of diagnosis in small and possibly malig- 
nant prostatic lesions. 

A prostatic nodule was noted but diagnosed 
benign in two instances, thereby precluding cura- 
tive surgery for intervals of two years and five 
years. Radical prostatectomy was delayed because 
of a negative needle biopsy in another instance. 
There was a nine-month delay following failure to 
find malignant tissue in a specimen secured by peri- 
neal needle biopsy. In one instance a nodular pros- 
tate was thought benign because serum acid and 
alkaline phosphatase levels were normal. Not all 
physicians are aware that these studies are normal 
when prostatic cancer is confined to the gland 
itself. 

Prostatic nodules were “observed” by urologists 
in two patients. These patients had been found to 
have palpable prostatic nodules by their own doc- 
tors and were referred to a urologist. These special- 
ists, with a disregard of malignant potentialities 
that is difficult to understand, recommended obser- 
vation and thereby delayed surgery for six months 
and two years respectively. 

Elective surgery (hernia repair) was given prior- 
ity in one instance and radical prostatectomy was 
delayed for five weeks. There was delay by the 
physician for reasons not apparent in the history in 
two other instances, the periods being two months 
and three months respectively. 

Delay by Patients.—Avoidable delay by the pa- 
tient occurred in cases where the patient, having 
been apprised of the possibility of malignancy, 
refused or postponed surgery. Six patients post- 
poned surgery for intervals of six months to four 
years. We are unable to state whether the possi- 
bilities of the situation were made sufficiently clear 
to the patient by the attending physician, so that 
the dangers of procrastination were well under- 
stood. Finally, a seventh patient had recourse to 
various patent medicines over a 12-month period 
before consenting to surgery. 


Comment 


Early prostatic cancer is notoriously asympto- 
matic and usually is discovered only in the course 
of a thorough routine physical examination. Symp- 
toms emanating from other diseases within the 
genitourinary system may also lead the careful 
examiner to note the palpable prostatic induration. 
The general practitioner will, unquestionably, be 
the first physician in most instances to whom the 
opportunity to initiate the diagnosis of prostatic 
cancer will be given. This opportunity will be en- 
hanced if certain fundamentals, as evidenced by 
this study, are borne in mind. 
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Prostatitis.—It is evident that it is difficult to 
differentiate between the induration caused by 
chronic fibrous prostatitis and that due to prostatic 
cancer. Coexistence of these two conditions may 
make the problem even more difficult. There should 
be recourse to open biopsy as soon as it becomes 
apparent that the benignity of the lesion cannot be 
guaranteed without it. Certain it is that reliance 
upon time alone to clarify the situation may result 
in irretrievable malignant dissemination. 

Estrogen Administration —We must recognize 
the following facts: 1. It is impossible to cure pros- 
tatic cancer by hormonal measures at our present 
stage of knowledge. 2. Comparative survival rates * 
definitely favor radical prostatectomy as compared 
to hormonal therapy in early prostatic cancer, 3. 
Estrogen therapy, by its suppression of local symp- 
toms and findings, may cause delay which will 
deny the patient his chance for operative cure. 

The administration of estrogens has been oc- 
casionally employed as a_ therapeutic test for 
prostatic cancer, based on the belief that estrogens 
will shrink cancers but not inflammatory nodules. 
This reasoning is fallacious. A cancerous nodule 
might shrink or not shrink under the influence of 
estrogens, depending upon the neoplasm’s §sensi- 
tivity to estrogenic influences; an inflammatory 
nodule might shrink or not shrink concurrently, de- 
pending on its individual proclivities. The test is, 
therefore, entirely inconclusive and should never be 
allowed to take the place of open biopsy. 

Delays in Referral.—The patient relies upon the 
judgment of his general practitioner physician as 
to whether or not a prostatic nodule warrants bi- 
opsy; yet, among experienced examiners, the 
accuracy of the palpating finger is only about 50% 
in cases of early prostatic cancer. We know of no 
safe procedure other than biopsy. Accordingly, we 
must also censure urologists who, after examination 
of a patient with an indurated prostate gland, ad- 
vocate “observation” rather than biopsy. 

Nine months’ delay was occasioned by a negative 
needle biopsy. This method falls far short of the 
accuracy of biopsies obtained by open surgical 
exposure of the suspected area.* A negative needle 
biopsy is of little significance, yet patients may be 
reluctant to submit to more than one procedure; 
repeated negative results do not relieve the physi- 
cian of the necessity for a definitive open biopsy. 
Malignant cells may be scattered along the needle 
tract.” We believe that every prostatic nodule 
should be subjected to open biopsy, with all prep- 
arations made for immediate radical prostatectomy 
should the frozen section be reported positive. 

Delays by the patient are due, in general, to 
lack of appreciation of the necessity for surgery or 
an inordinate fear of its possible consequences. 
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Some patients have required strong persuasion to 
free them of the belief that no cancer can be cured. 
The physician may be indirectly responsible for 
delay if he fails to convey to the patient a reason- 
ably thorough understanding of the situation along 
with reassurance as to the opportunities for cure. 
The general practitioner, with his close knowledge 
of the patient and his family, may well fill this role 
best. 


Summary and Conclusions 


The major responsibility for delays in this group 
of patients ultimately coming to radical prostatec- 
tomy has been due to physicians. Mistakes in diag- 
nosis have accounted for the largest group of 
delays. Delaying maneuvers, such as administration 
of estrogens and reliance on needle biopsy as well 
as general procrastination by delays in referral and 
a substitution of “observation” for decisive diagnos- 
tic action, have composed the bulk of the remainder. 
Delays by patients were based mainly on lack of 
understanding or fear of surgery. These attitudes 
might well respond to more thorough explanation 
of the potential gravity of the palpable prostatic 
nodule, along with reassurance. 

General practitioners are responsible, in most 
instances, for discovery and initiation of diagnostic 
procedures applicable to early prostatic cancer. 
Most delays in diagnosis attributable to physicians 
are due to misdiagnosis and failure to follow the 
rule that every prostatic induration should be sub- 
jected to open surgical biopsy. Most delays caused 
by patients are due to lack of understanding or to 
fear, both of which may be very effectively com- 
batted by the general practitioner in his role of 
family physician. Elimination of delays will 
inevitably increase the number of patients with 
prostatic carcinoma who are seen early enough for 
curative surgery. 

3181 S.W. Sam Jackson Park Rd. (Dr. Hodges). 
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EFFECT OF POSSIBLE SMOG IRRITANTS ON HUMAN SUBJECTS 


Van M. Sim, M.D. 


Richard E. Pattle, M.A., Porton, England 


There has been a great deal of controversy as 
to what is the irritant substance or substances which 
may accumulate in “smog” atmospheres. Cullumbine 
(1955) and Schrenk (1950) gave comprehensive 
reviews of the various factors involved in some of 
the historical lethal fogs. Various contaminants 
have been implicated by the observers investigating 
the particular incidents. Firket (1931) thought that 
the sulfur oxides were responsible for the effects 
produced in the Meuse Valley in 1930, but Roholm 
(1937) suggested later that there was evidence 
that fluorine compounds might well have been the 
causative agents. In the Donora incident, it was 
thought that there was no single agent which could 
have been responsible. The constituents of the smog 
and the cause of the London fatalities are also un- 
known. Many compounds have been suggested by 
Regan (1953). These include sulfur dioxide, carbon 
monoxide, and automobile and diesel exhaust fumes. 
The only thing agreed upon by the writers is that 
neither pure fog nor cold air in themselves are the 
harmful agents. 

Amdur, Melvin, and Drinker (1953) found that 
the inhalation of sulfur dioxide in low concentra- 
tions of 2.7 to 21.6 mg. per cubic meter (1 to 8 
ppm) produced consistent changes in respiration 
unl pulse rate. Breathing became shallower and 
more rapid, and the pulse rate increased in 14 nor- 
mal subjects. McIlroy, Marshall, and Christie (1954 ) 
failed to reproduce these results in normal people. 
Liwther (1955) repeated the experiments of Am- 
dur and co-workers and found no consistent changes 
in the tidal volume, respiratory rate, or pulse rate 
following the inhalation for 10 minutes of sulfur 
dioxide in concentrations from 13.5 to 27.0 mg. 
per cubic meter (5 to 10 ppm). 

Pattle, Burgess, and Cullumbine (1956) reported 
that an increase in particle size in sulfuric acid mist 
seemed to increase its toxicity when given in mas- 
sive quantities to guinea pigs and also found that 
they could be protected if there was an excess 
ammonia present in the chamber. They also found 
that the addition of smoke to sulfur dioxide seemed 
to increase its toxicity to guinea pigs. The present 
report details results obtained from the exposure 
of male volunteer subjects to sulfur dioxide, sulfuric 
acid mist, and other irritant substances which may 
be present in a smog atmosphere. 
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Various aerosols and gaseous mixtures 
were administered to adult male volunteer 
subjects by two methods, one using a mask, 
the other involving a chamber large enough 
for all subjects to occupy at the same time. 
The main effects of sulfur dioxide gas and 
sulfuric acid mist inhaled in this way were 
an increase in airway resistance and ap- 
pearance of rales, with rhinorrhea and 
lacrimation. Two subjects exposed to sul- 
furic acid mist developed long-lasting bron- 
chitic symptoms; the addition of water vapor 
increased the mean particle-size of the sur- 
furic acid mist and intensified its irritant 
effects. These acid substances were neutral- 
ized and their irritant effects abolished by 
adding either ammonia gas or magnesium 
oxide smoke to the atmosphere. While 
acrolein and crotonaldehyde were highly 
irritant, formaldehyde was less so; acetalde- 
hyde and its higher homologues were almost 
nonirritant. It was evident that neither the 
concentration of sulfur dioxide nor the total 
aldehyde content of an atmosphere is an 
adequate index of its irritant action, 
especially on people handicapped by disease 
or old age. 


Methods of Exposure and Examination 


All the subjects were healthy males aged 18 to 
45. Two methods were used for exposure. An oxy- 
gen-type mask was used for all the mask experi- 
ments, delivering the material either as a vapor or 
an aerosol directly to the subject. In some exposures 
the agent was delivered through the mask without 
regard to either the temperature or air velocity; in 
others the temperature was maintained between 
-1 C and +1 C and the air speed at right angles to 
the inlet of the mask at approximately 6 mph. 

The chamber exposures were all performed in a 
100-cu.-m. chamber. All the men in each group 
were exposed simultaneously. There was no restric- 
tion on the men’s activities, and they were allowed 
to walk around or smoke if they wished. All cham- 
ber exposures were done at an average air tempera- 
ture of the day (20 to 25 C), with a wind velocity 
of approximately 1 mph. 
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Blood pressure, pulse rates, and respiratory rates 
were also recorded before, during, and after each 
exposure. Electrocardiograms were recorded for a 
certain number in each group before and after ex- 
posure. Unexposed men were used as controls for 
each group. The exposed men were followed closely 
throughout the exposure day and examined routine- 
ly on the succeeding three days. No group was 
exposed more than twice in a single week, and there 
was never less than 24 hours between exposures. 
Test conditions were kept standardized throughout 
the entire 10-month period. All measurement and 
performance tests were done at the same times be- 
fore and after exposure. 


Methods of Dispersion and Analysis 


To supply a mask with sulfur dioxide, the gas 
was passed from a siphon through a capillary tube 
manometer into a tube about 1 in. in diameter along 
which about 70 liters per minute of air was flowing. 
The mask was attached to a short side-arm leading 
from this tube, and the mixture supplied to it was 
thus under slight positive pressure. Gas was sam- 
pled from a point slightly upstream from the mask. 
For chamber exposures, sulfur dioxide was meas- 
ured into the chamber with a flask, and small quan- 
tities were added from time to time in order to 
maintain the concentration. 

Sulfuric acid mist was generated by bubbling air 
through fuming sulfuric acid. To obtain larger par- 
ticles of more dilute acid, steam was passed into 
the chamber from a kettle, and water then con- 
densed on the sulfuric acid droplets. Magnesium 
oxide smoke was generated by burning magnesium 
ribbon in the chamber. About 60% by weight of the 
ribbon appeared as aerosol. Aldehydes were dis- 
persed by bubbling air through a known volume of 
liquid until all the liquid had evaporated. The 
methods used for analysis and determination of 
particle size are described below. The concentra- 
tions were calculated as parts per million by volume 
and in milligrams per cubic meter at 20 C. 


Methods of Analysis 


Sulfur Dioxide—Gas for analysis was drawn through 
a 1% solution of hydrogen peroxide. The sulfuric acid 
formed was titrated with use of British Drug House 
(B. D. H.) 4.5 indicator. 

Sulfuric Acid Concentration in Mist.—To determine the 
concentration of sulfuric acid in the mist, air was drawn 
through a Whatman no. | filter paper 5.5 cm. in diameter. 
The acid collected on the paper was titrated with use of 
B. D. H. 4.5 indicator. With the finest mist used, the 
amount to slip through the paper was small, and with the 
mists of larger particle size it was not detectable. 

Aldehydes.—Air from the chamber was drawn through a 
bubbler containing hydroxylamine hydrochloride solution at 
pH 4.5. The aldehyde combines with the hydroxylamine to 
form an oxime, and hydrochloric acid is liberated; the 
amount of the latter is determined by titration back to 
pH 4.5. The concentration of hydroxylamine hydrochloride 
in the bubbler must be chosen with regard to the amount of 
aldehyde to be sampled. Hydroxylamine hydrochloride has 
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a buffering action, and, if it is present in large excess, addi- 
tion of aldehyde does not produce a significant change in 


pH. 

Mixed Mist of Sulfuric Acid and Magnesia Smoke.—In one 
of the experiments, sulfuric acid mist was first generated in 
the chamber and, during the exposure, magnesium ribbon 
was ignited. To determine the composition of the aerosol 
thus produced, the mist was collected on Whatman no. 1 
filter papers as before, but before reaching the filter papers 
was allowed to pass by way of tubes 1 cm. in diameter 
through a jar partly filled with ammonia solution. The 
aerosol was passed above the surface of the solution but was 
not bubbled through it. 

The substance collected on the filter paper was therefore 
a mixture of magnesium oxide (with perhaps hydroxide and 
carbonate) with crystals of ammonium sulfate. Some mag- 
nesium sulfate may have been present, but it was not 
determined. The filter paper was exposed to the air until it 
ceased to have the odor of ammonia and was then placed in 
water at pH 4.5; the resulting alkalinity was titrated with 
N/100 sulfuric acid. Magnesium oxide does not dissolve 
instantaneously at pH 4.5, and, if the amount of magnesium 
oxide present is known approximately, time can be saved by 
adding excess acid, warming, and titrating back with N/100 
sodium hydroxide. The concentration of magnesium oxide in 
the mist was thus determined. 

Sufficient N/100 sodium hydroxide was then added to 
drive out the ammonia present, and the solution was boiled 
until there was no further odor of ammonia. When this had 
cooled it was back-titrated with acid. Again the end-point 
may be reached rather slowly, as some magnesium oxide is 
precipitated when the alkali is in excess. The amount of 
alkali added, less the acid used in the back titration, is then 
equivalent to the sulfuric acid in the original sample of 
mixed mist. 

In impactor samples the ammonium sulfate crystals and 
the fluffy masses of magnesium oxide could easily be identi- 
fied. It is possible that some magnesium sulfate (formed 
either by collision of particles or from sulfuric acid which 
was evaporated when the ribbon was ignited), was present, 
but in so small a sample this would be difficult to determine 
accurately. 

Concentration of Acid in the Droplets.—The concentration 
of acid in the droplets is of considerable interest. There is 
presumably a concentration below which the droplets are 
nonirritant. The method used for determination of the con- 
centration was as follows: 

An impactor sample was taken in the chamber, and the 
slides were removed by an operator inside the chamber. A 
clean slide was then placed over each sample, so that a film 
of liquid was held between the slides and could not evapo- 
rate. The slides and samples were then weighed. They were 
then placed in water at pH 4.5 and the acid was titrated. 
The slides were dried and reweighed. Thus the weight of 
the sample (e. g., 2 mg.) and the equivalent amount of acid 
(e. g., 2 cc. of N/100) were found. With the aid of tables 
the amount of acid per gram was converted to normality. 
The normalities of the acid on the third and fourth slides 
were similar. The samples collected on the other slides were 
too small to be of use. 

The normalities found ranged from 4N (when steam was 
initroduced into the chamber) to 12N (on dry days with 
radiators on in the chamber). The normalities determined 
for droplets of acid transferred to a slide from a bottle of 
acid of known concentration have varied by about 20% 
either way, and the results quoted must be considered 
approximate only. 

Determination of Particle Size.—To determine the mass 
median diameter of the particles of sulfuric acid in a mist, 
the method of May' was used. A sample was taken with 
a cascade impactor, and particles passed through all four 
stages of the impactor and were caught on a Whatman no. 1 
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filter paper. The acid samples collected on each slide and 
on the filter paper were titrated separately, and the percent- 
age of the mist caught at each stage was calculated. 

A cumulative graph of distribution of mass with particle 
diameter was drawn on log probability paper. The total per- 
centage found on the filter paper and on the fourth and 
third slides was plotted against May’s “effective drop size” 
for the third slide (44). Where the percentage was 100%, 
99% was plotted instead. The sum of the percentages on the 
fourth slide and the filter paper was similarly plotted against 
2.5u diameter. 

When two filter papers were used in series, the fraction 
penetrating the first paper was negligible. This indicates 
that particles equivalent to water droplets less than about 
0.74 in diameter were absent. With this fact and also with 
the relation between May’s effective drop sizes and his pene- 
tration curves kept in mind, the value of 14 was chosen as 
the most suitable effective drop size (EDS) for the particles 
caught on the filter paper. The percentage collected on the 
paper was therefore plotted against 14 on the graph. 

As good a straight line as possible was then drawn through 
the three points on the graph (the 2.54 point being heavily 
weighted, as it was often near the middle of the range) and 
the mass median diameter was read off from its intersection 
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a rise of more than 20% of the preexposure level of 
lung resistance to air flow. Such a rise can be meas- 
ured by the Ainsworth interrupter.? Coincident 
with this there were auscultatory signs of irritation 
in the chest in some, but not all, subjects. If the 
exposure was of short duration, the moist rales, if 
present, were usually heard in the right and left 
sides of the chest anteriorly in the second, third, 
and fourth intercostal spaces, within 3 in. of the 
lateral border of the sternum. 

When dosages above 1,330 mg.-min. per cubic 
meter were used, the lung resistance to air flow was 
increased significantly above normal in half the 
people exposed, irrespective of whether they re- 
ceived the exposure by mask or in the chamber. 
Measurements made during exposure showed that 
the increase of airway resistance took place within 
the first 10 minutes, with little further change at the 
end of one hour. Rhinorrhea and lacrimation were 
common symptoms at these higher dosages. 


TABLE 1.—Results of Exposure to Sulfur Dioxide and Sulfuric Acid Mist 


Range of 
Agent Measured Concentrations 


. Duration, Exposures, Effects 
Min. No. 


Method PPM(20 ©) 
Sulfur dioxide Chamber 1.0-23.1 


Bronchoconstriction, reles in chest 


Sulfur —_— with ammonia 
after 50 min Chamber 


Sulfur dioxide with magnesium 
oxide after 50 min. 


Sulfurie dry (ION, lu 

diamet 4.1-39 1.0-9.6 
Sulfurie wei, dry (10N, lu 

diamet ) 2.9-39 0.7-9.6 
wei, wet (4N, 

diame 11.5-38 2.8-9.2 


Sulfuric acid, with ammonia at 


end of exposure Chamber 2.9-39 0.7-9.6 


(sulfuric acid) 
7.3(sulfuric 
acid), 9.9 
(magnesium 
oxide) 


Sulfurie acid with magnesium Chamber 
i 


30(sulfurie 
oxide after 20 min. a 6. 
(magnesium 
oxide) 


9.9(sulfur 
dioxide) 


6.0(sulfur 


Bronchoconstriction, rales in chest 


Smell and bronehoconstrictive effect 
disappeared when ammonia was liberated 


Smell and bronchoconstrictive effect 
disappeared when ammonia was dispersed 


Coughing, some bronchoconstriction, rales 
Coughing, some bronchoconstriction, rales 


More irritant than dry mist at same 
concentration 


Irritation disappeared when ammonia was 
iberated at end of acid mist exposure 

30 Irritaney not diminished when magnesium 
oxide was dispersed 


with the 50% ordinate. A correction was then made for the 
fact that the density of the droplets is somewhat greater 
than unity, owing to the finite concentration of sulfuric acid 
present. This method gives an indication of the relative mass 
median diameters of the particles in different clouds, but the 
possibility of systematic errors still exists. 


Results 


The experiments and their results are summarized 
in tables 1 and 2. 

Sulfur Dioxide.—_In the experiments with sulfur 
dioxide the concentrations administered by means 
of the mask varied from 3.16 to 216 mg. per cubic 
meter (1.34 to 80 ppm), with constant exposure 
times of 10 minutes. Hey: maximum dosage given by 
mask inhalation was 2,160 mg.-min. per cubic meter 
and in the chamber 3,620 mg.-min. per cubic meter. 

With dosages below 800 mg.-min. per cubic 
meter of sulfur dioxide, little change was noted 
either clinically or by measurement of lung re- 
sistance to air flow. Occasionally there would be 


The most frequent physical finding at these high- 
er dosages was the presence of high-pitched musical 
rales, with a tendency to prolongation of the expira- 
tory phase of respiration. Moist rales were com- 
monly heard in the more peripheral regions of the 
lung fields after prolonged exposure, whereas in 
those who received smaller dosages or short ex- 
posures rales were heard anteriorly over the large 
bronchi. 

There was no definite correlation between the 
familial history of allergy and symptomatology pre- 
sented, but in isolated instances there was evidence 
of increased resistance to air flow and considerable 
discomfort in those who had previously been sensi- 
tive to fog in the London area or who had definite 
personal allergic histories. 

Only 8 times in 694 exposures were there signifi- 
cant changes in pulse rate, respiratory rate, volumes 
of tidal or supplemental air, vital capacity, maxi- 
mum breathing capacity, or blood pressure. Of 


- 
30 
dioxide) 
10 183 
60 316 
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these eight subjects, two had previous histories of 
personal allergy and two had experienced previous 
discomfort from smog. The other four were suffer- 
ing from the onset of mild upper respiratory infec- 
tions on the day of exposure. One person developed 
a unilateral nonspecific pleural effusion one week 
after exposure. 

The results obtained with cold air containing 
sulfur dioxide were in general similar to those ob- 
tained with room air; the number of trials was not, 
however, sufficient for a valid conclusion to be 
drawn as to the effect of temperature. Burning mag- 
nesium ribbon in an atmosphere containing sulfur 
dioxide destroved the irritant and bronchoconstric- 
tive properties of that atmosphere, presumably be- 
cause of combination of the magnesium oxide smoke 
with sulfur dioxide. Ammonia liberated in the 
chamber had a similar effect. 

Sulfuric Acid Mists.—In the first few months of 
these experiments, the dosages of sulfuric acid in 
mist the range from 41 to 1,230 mg.-min. per cubic 
meter. These dosages failed to produce any sig- 
nificant change in physiological response from the 
normal. In the next group of this series, however, 
it was decided that particle size should be consid- 
ered as well as the normality of the acid mist, and 
dosages as high as 2,384 mg.-min. per cubic meter 
were given. In this latter series there were definite 
indications that, at a given concentration, mist of 
larger particle size and with lower acid normality, 
produced under conditions of high humidity, was 
more irritant than a mist of the same concentration 
with smaller particles and stronger acid. Two typi- 
cal experiments are described below. 

Experiment 1: The dry mist experiment was conducted at 
18.4 C (64 F) and at a relative humidity of 62%. The 
sulfuric acid mist was 1ON at a concentration of 39.4 mg. 
per cubic meter (9.6 ppm), and the particles had a mass 
median diameter of 0.994. The exposure time was 60 
minutes. The exposure was well tolerated by all individuals. 
There was very little initial coughing on entering the cham- 
ber, and minor symptoms seemed to wear off within a few 
minutes. The lung resistance to air flow was increased in 
each of the 12 men in the group, with a range of increase 
from 35.5% to 100% above the normal. 

Experiment 2: The wet mist experiment was conducted at 
24.5 C (76 F) and at a relative humidity of 91%. The 
sulfuric acid mist was about 4N, at a concentration of 20.8 
mg. per cubic meter (5.06 ppm), and the particles had a 
mass median diameter of 1.544, The exposure time was 30 
minutes. In this exposure, the mist was almost intolerable 
at the onset but the men were able to continue for a period 
of 30 minutes. There was intense coughing, lacrimation, and 
rhinorrhea, which did not cease entirely throughout the 
whole of the experimental period. It was impossible to ob- 
tain airway resistance measurements for the first 10 minutes 
because of the severity of the coughing of the men. After 
that period of time the coughing diminished to the extent 
that resistance to air low measurements could be taken, and 
the increases ranged from 43% to 150% above normal. 


In further experiments of this nature it was again 
noted that dry mists were well tolerated by most 
individuals. However, when wet mists were used 
and the humidity was near saturation point, with 
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an increase in particle size as expressed by the mass 
median diameter, the irritancy of the mist was 
much greater. For instance, the irritancy of the 
wet mist of 20.8 mg. per cubic meter was greater 
than that of dry mist at 39.4 mg. per cubic meter. 

The clinical findings were similar to those in the 
men exposed to sulfur dioxide at higher concentra- 
tions. Lung resistance to air flow was increased in 
most cases by more than 20%. There was no evi- 
dence of consistent changes in the respiratory func- 
tions or in blood pressure, pulse rate, or other 
cardiovascular functions. 

Effects of Magnesium Oxide Smoke and Am- 
monia Added to Sulfuric Acid Mist.—During the 
course of several exposures to known concentrations 
of sulfuric acid mist, two possible methods of re- 
ducing the irritancy of the mist were investigated. 
In the first, after the men had been exposed to the 
irritant mists for 50 minutes, magnesium ribbon 
was ignited in the chamber. In several experiments, 
even with the magnesium oxide in quantities in 
excess of the equivalent of the acid, it was found 
that it had little effect on the irritancy of the mist. 


TABLE 2.—Results of Exposure to Aldehydes in Chamber 


Concentration 

(Measured) 
—~ Expo- Expo- 
Meg. PPM sure, sures, 


Agent Cu. M. (20C@)~ Min. No. Effects 
Formaldehyde .... 17.3 13.8 30 Irritant and 
lachrimatory 
1.88 0.805 10 Violently irritant and 
and and and lachrimatory at 
2.8 1,22 ) higher concen- 
tration 
Crotonaldehyde .. 12.0 4.1 15 12. Highly irritant and 
lachrimatory 
Acetaldehyde .... 246 134 30 Slight irritation 
Propionaldehyde . 324 134 30 4 Nonirritant 
Butyraldehyde ... 690 230 10 15 Nonirritant 
Isobutyral- 
620 207 30 15 Nonirritant: one man 


with nausea and 
vomiting 


If one stood near the magnesium while it was 
burning, the irritancy of the mist seemed to be 
slightly reduced, but as soon as one moved away 
from this area one was aware that the mist else- 
where in the chamber was just as irritant as before. 
When ammonia was used as the agent for nullify- 
ing the effects of the mist, there was almost immedi- 
ate relief of symptoms when the ammonia was in 
sufficient concentration. . 
Personal Observations on Repeated Exposure to 
Sulfur Dioxide and Sulfuric Acid Mist.—A personal 
account of experiences to repeated exposures of 
these irritant substances may be of value in assess- 
ing the course of further work. Both of us were in 
normal health at the beginning of these experiments. 
One of us (R. E. P.) had previously thought that he 
had developed a sensitivity to sulfur dioxide. As 
the experiments progressed he found that he seemed 
to feel the presence of the materials more acutely 
on first entering the chamber, The other of us 
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(V. M.S.) had never had any previous contact with 
the vapor, and was entirely free of chest symptoms 
at the beginning of the exposures. As the program 
continued, we both developed what seemed to be 
an increasing sensitivity to both sulfur dioxide and 
sulfuric acid mist. Over the period of 10 months one 
of us (V. M.S.) has developed a moderately severe 
but extremely persistent bronchitis which is im- 
mediately exacerbated into an uncomfortable period 
of coughing and wheezing on exposure to either 
one of these substances. The last exposure of one 
of us (R. E. P.) was to 39.4 mg. per cubic meter for 
30 minutes (dry mist), which resulted in chest 
symptoms for the remainder of the exposure day 
and persistent wheezing for four days following 
exposure. 

Saturated and Unsaturated Aldehydes Possibly 
Found in Diesel Fumes.—Other contaminants which 
may be found in small quantities in fogs are diesel 
fumes. A screening study was made of some of their 
possible constituents to assess their tolerable limits 
for man for acute exposures only. None of the 
compounds (except acrolein) were put up at more 
than one level of concentration. No attempt was 
made to measure lung resistance to air flow, nor 
were the above-mentioned physiological respiratory 
function studies done in these groups. 

Formaldehyde: Twelve men were exposed to 17.3 
mg. of formaldehyde per cubic meter (13.8 ppm) 
for 30 minutes. This caused considerable nasal and 
eye irritation when they first entered the chamber, 
but, despite the continued mild lacrimation for 
some period of time, there was no marked response 
to the exposure. The eye irritation was not severe 
and wore off after about 10 minutes in the chamber. 

Acrolein: Twelve men were exposed to acrolein 
in a concentration of 1.88 mg. per cubic meter 
(0.805 ppm) for 10 minutes and 12 men to 2.80 mg. 
per cubic meter (1.22 ppm) for 5 minutes. The 
vapor was extremely irritating to all exposed muco- 
sal surfaces. At the lower concentration of 1.88 mg. 
per cubic meter lacrimation occurred within 20 
seconds, whereas at 2.80 mg. per cubic meter this 
time was reduced to 5 seconds. The material was 
so irritating that exposure to 1.88 mg. per cubic 
meter for 10 minutes was only just tolerable for 
all persons exposed, and similarly at 2.80 mg. per 
cubic meter more than 5 minutes’ exposure would 
have been extremely distressing. 

Crotonaldehyde._Twelve men were exposed to 
12 mg. of crotonaldehyde per cubic meter (4.1 ppm) 
for 10 minutes. Lacrimation time was 30 seconds on 
the average. The substance was definitely irritating 
to all exposed mucosal surfaces, especially those of 
the nose and upper respiratory tract. The eye irri- 
tation did not increase after onset of lacrimation. 

Acetaldehyde.—When 14 men were exposed to 
240 mg. of acetaldehyde per cubic meter (134 ppm) 
for 30 minutes, it was found to be mildly irritating 
to the upper respiratory tract. 
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Propionaldehyde: Twelve men were exposed 
to 324 mg. of propionaldehyde per cubic meter 
(134 ppm) for 30 minutes. This would have been 
tolerated for a longer period of time than the actual 
exposure period. It was only mildly irritating to 
the mucosal surfaces, and there was only an oc- 
casional comment about the odor of the substance. 

Butyraldehyde: Fifteen men were exposed to 690 
mg. of butyraldehyde per cubic meter (230 ppm) 
for 30 minutes, and there was no irritation noticed 
in this exposure group. 

Isobutyraldehyde: Fifteen men were exposed to 
620 mg. of isobutyraldehyde per cubic meter (207 
ppm) for 30 minutes. No irritation was noted, but 
there was some nausea, and one man vomited. 


Comment 


In assessing the relevance of these data to the 
problem of atmospheric pollution, two factors es- 
pecially must be taken into account. The first is that 
all the exposures were of relatively short duration 
and were not repeated on the same individual more 
than twice. The second is that all the persons in- 
volved were healthy young males, most of whom 
were in excellent physical condition. 

The absence of any consistent significant changes 
in respiratory function during these experiments 
confirms the findings of Mcllroy, Marshall, and 
Christie * and of Lawther,* who found no such 
changes in their investigations on a smaller selected 
group. 

In view of our personal experience, experiments 
with sulfuric acid mist should be approached with 
caution. Ellis ° found that the concentration of sul- 
furic acid mist in fog was sometimes as much as 
three times that of sulfur dioxide. It is thus possible 
that 4 ppm of sulfuric acid may have been present 
in the London fog of 1952, when the death rate from 
respiratory diseases rose to 5.7 times normal 
(Logan °). It thus seems that sulfuric acid mist may 
have been an important toxic agent in this fog. The 
greater irritant effect of wet sulfuric acid mist as 
opposed to dry mist is probably due to the larger 
particle size causing greater impaction in the throat 
and trachea. It is evident that at the lowest dilutions 
reached (about 4N) the acid droplets are still 
highly irritant, and work at higher relative humidi- 
ties is needed to find out at what dilution the acid 
begins to become less irritant. 

The results with aldehydes show that different 
substances in this group have widely different prop- 
erties, those containing an alpha-beta double bond 
being the most irritant. Attempts to gauge the irri- 
tancy of a fume or vapor from its aldehyde content 
(as determined chemically ) must therefore be mis- 
leading. 

In these experiments insufficient work was done 
with cold gases to assess whether these have a dif- 
ferent action from gases at room temperature. 
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Summary 


A large number of men were exposed for periods 
up to 60 minutes to sulfuric acid mist, sulfur dioxide, 
and various aldehydes. The effects of adding 
magnesium oxide smoke and ammonia to sulfuric 
acid mist and sulfur dioxide were also studied. The 
main effects of sulfur dioxide and sulfuric acid were 
an increase in airway resistance and causation of 
rales. Two subjects exposed to sulfuric acid mist 
developed long-lasting bronchitic symptoms. Add- 
ing steam to sulfuric acid mist (which causes the 
particles to enlarge) increased the irritancy of the 
mist. Adding magnesium oxide smoke to the mist 
in quantities in excess of the equivalent of the acid 
present had no effect on the irritancy of the mist. 
Adding ammonia to the mist annulled its irritant 
properties. Adding magnesium oxide smoke or 
ammonia to an atmosphere containing sulfur dioxide 
removed the irritant and bronchoconstrictive prop- 
erties of that atmosphere. Acrolein and crotonalde- 
hyde were highly irritant. Acetaldehyde, propion- 
aldehyde, butyraldehyde, isobutryaldehyde 
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were almost nonirritant. The properties of for- 
maldehyde were intermediate between those of 
these two groups. 


J. A. G. Edgington and J. C. W. Morrish assisted in these 
experiments. 
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ORTHOPEDIC MANAGEMENT OF THE SEVERELY INJURED PATIENT 


H. Relton McCarroll, M.D., St. Louis 


The orthopedic surgeon plays an important role 
in the management of the severely injured patient 
because of the high incidence of injuries to the mus- 
culoskeletal system. No surgeon, however, including 
the orthopedist, can consider himself qualified to 
care for all types of injuries which may be en- 
countered in these patients since these obviously 
may fall into the category of multiple surgical spe- 
cialties. Treatment of the patient with multiple in- 
juries under ideal conditions, therefore, represents 
a team approach, and the orthopedic surgeon must 
evaluate the musculoskeletal injuries in the light of 
the patient’s other problems, Obviously in injuries of 
this type, those involving other systems often take 
precedence over the injuries to the musculoskeletal 
system, and these more serious problems must be 
investigated and treated before definitive treatment 
is attempted for the injuries of orthopedic nature. 
The injuries to the musculoskeletal system, mean- 
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There is usually a high incidence of in- 
juries to the musculoskeletal system in the 
severely injured patient. These injuries to the 
musculoskeletal system should be protected 
temporarily by adequate pressure dressings, 
splinting, or traction until more definitive 
treatment can be instituted. The presence of 
a compound fracture represents a true sur- 
gical emergency. However, in the presence 
of serious injuries to other parts of the body, 
even the compound fracture may have to 
await treatment of the other injuries before 
definitive therapy can be instituted. The 
severely injured patient should receive the 
team concept of management with the one 
most appropriate physician serving as team 
commander. 


while, should be protected temporarily by adequate 
pressure dressings, splinting, or traction until more 
definitive treatment can be instituted. 
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In the team concept of management of such a 
severely injured patient, one physician should serve 
as the team commander. In the beginning this 
should be the surgeon in whose field the most seri- 
ous injury has occurred. If a patient with multiple 
injuries and without a physician of his own choice 
is brought to the emergency room of a hospital im- 
mediately after an accident, it should be the respon- 
sibility of the resident in charge of the emergency 
room to assign this patient to the appropriate sur- 
gical service after the preliminary evaluation has 
been completed and the required emergency therapy 
has been instituted. If other phases of his multiple 
injuries require specific treatment, the patient may 
then be transferred to the service involved until 
this phase of therapy has been completed. If all 
members of this team cooperate in the careful ob- 
servation and continued care of the patient, the best 
result possible can then be obtained. 

As stated previously, the orthopedist must evalu- 
ate the injuries to the musculoskeletal system in the 
light of other injuries. In the initial emergency man- 
agement of this patient, the presence of asphyxia is 
of primary importance. Oxygen should be ad- 
ministered immediately, and a tracheotomy may be 
required if there is any obstruction to free air ex- 
change. Any obvious hemorrhage should be con- 
trolled as quickly as possible. The presence of shock 
contraindicates any immediate definitive treatment 
with reference to the musculoskeletal injuries other 
than simple immobilization for comfort and protec- 
tion in order to decrease the possibility of progres- 
sive shock. Any patient with multiple injuries should 
have blood drawn for crossmatching, and blood 
should be made immediately available for trans- 
fusion. The patient should then be examined thor- 
oughly with reference to injuries to other parts of 
his body so that he may be evaluated as a whole 
rather than with reference to a single isolated point of 
injury. Some of the more important injuries which take 
precedence over any therapy with reference to mus- 
culoskeletal injuries, except those in which rupture 
of a major vessel has occurred, may be enumerated. 


Important Injuries That Take Precedence over 
Orthopedic Therapy 


Injury to the brain, whether from intracranial 
contusion and hemorrhage or from a depressed or 
compound skull fracture, is of utmost importance. 
In the presence of such a head injury, the neuro- 
surgeon should be called in consultation. If the con- 
sultant feels that immediate treatment is necessary 
for the head injury, the injuries to the extremities 
should be protected as well as possible by pressure 
dressings, splinting, or traction and the patient 
transferred to the neurosurgical service. 

Open wounds of the chest and crushing injuries 
of the chest lead to varying degrees of embarrass- 
ment of respiration and possibly to paradoxical type 
of breathing. In this instance the thoracic surgeon 
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should be called in consultation, and if necessary the 
patient should be cared for initially by the thoracic 
surgeon until satisfactory breathing has been re- 
established. 

Diagnosis of rupture of an abdominal viscus such 
as the liver, spleen, or a part of the gastrointestinal 
tract is not always easily established, but in the 
presence of abdominal signs which indicate the 
presence of some intra-abdominal involvement the 
general surgeon should be called in consultation 
and his advice should be followed. 

The rupture of a kidney or bladder represents sur- 
gical emergency which also takes precedence over 
problems of an orthopedic nature from the stand- 
point of immediate treatment. In the presence 
of such an injury, the urologist should be called in 
consultation and the patient should be managed by 
him until these problems are adequately controlled 
before definitive treatment of the orthopedic prob- 
lems is instituted. 

Rupture of a major vessel may involve one of the 
abdominal vessels or a major vessel of an extremity. 
The massive hemorrhage which follows an injury 
of this type obviously classifies it as a surgical emer- 
gency. This takes precedence over any injury of an 
orthopedic nature, although the management of a 
fracture of one of the long bones of an extremity 
may be equally important if a major vessel rupture 
has occurred in conjunction with this fracture. A 
fracture of the shaft of the femur, for instance, 
which may have resulted in the rupture of the 
femoral artery, may have to be treated simulta- 
neously with the repair of the arterial defect. Repair 
of this arterial injury by primary suture or by re- 
placement with a free arterial graft requires ade- 
quate immobilization of the extremity if repair. of 
the arterial injury is to be successful. In many in- 
stances it may be feasible and advisable to use some 
type of internal fixation for immobilization of this 
fracture prior to the repair of the arteria] injury in 
order that complete protection of the injured artery 
may be assured. The decision with reference to these 
points must be reached by consultation with the 
surgeon charged with the responsibility of caring 
for the injured vessel. 

It is obvious in problems of this type that in- 
juries to multiple systems may occur simultaneous- 


ly. In this event the decision as to which is most 


important can only be reached by consultation with 
all members of the team, In some instances it may 
be possible to carry out definitive treatment for in- 
juries in various fields simultaneously. In those 
instances where the associated injuries are of rela- 
tively mild degree and the major trauma consists of 
single or multiple fractures, immediate definitive 
treatment for the bone injuries should be consid- 
ered. In many injuries of this type the fractures will 
be closed and the overlying skin remain intact. In 
the presence of the multiple injuries, the orthopedic 
surgeon must again evaluate the patient as a whole 
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and thoroughly plan his program of treatment. In 
closed fractures, there is often no surgical emer- 
gency and the patient may be adequately protected 
by immobilization of the injured parts until the 
general condition of the patient has improved. In 
the presence of multiple fractures, they may then be 
treated individually and, if surgery is required in 
multiple areas, the operations may be performed 
over a period of several days. In many instances, 
however, fractures of this type may be treated 
successfully by closed methods and the initial plas- 
ter immobilization may be adequate if the extremity 
has simply been realigned at the time of the plaster 
application. 


Management of Compound Fracture 


The presence of a compound fracture, however, 
represents a true surgical emergency. Adequate 
antibiotic therapy should be instituted in the emer- 
gency room and continued postoperatively. Tetanus 
antitoxin or a booster of tetanus toxoid should be 
given. A prophylactic injection of clostridium welchii 
(gas bacillus ) antitoxin should also be administered, 
although there may be some question as to its actual 
efficiency. In those instances where the associated 
injuries to other parts of the body are mild in degree, 
this fracture should receive definitive treatment as 
soon as asphyxia and shock, when present, have 
been adequately controlled. In the presence of seri- 
ous injuries to other parts of the body, however, 
even the compound fracture may have to await 
treatment of the other injuries before definitive 
therapy can be instituted. In this instance the com- 
pound fracture should be thoroughly cleansed by 
washing with soap, water, and isotonic sodium chlo- 
ride solution. A sterile dressing should then be ap- 
plied, followed by a massive pressure dressing, after 
which a plaster cast is added for immobilization of 
the extremity. If injuries to other parts of the body 
are relatively mild in degree and definitive treat- 
ment for the compound fracture can be carried out 
as desired, the patient should be taken immediately 
to the operating room, after the shock and asphyxia 
have been adequately controlled, temporary dress- 
ing and splinting have been applied, x-rays have 
been obtained, and sufficient blood has been pre- 
pared for protection during the operative procedure. 

The management of the compound fracture in 
the operating room may be described briefly. The 
patient should be anesthetized with a general anes- 
thetic, and if the compound fracture has occurred 
in the distal portion of an extremity a pneumatic 
tourniquet may be added to a higher level in the 
majority of instances, The protective splint and 
dressing should then be removed and the extremity 
should be held in as stable a position as possible by 
manual traction distal to the point of the fracture. 
A small sterile dressing should then be held over the 
compound wound and the adjacent portion of the 
extremity should be scrubbed thoroughly with soap 
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and water and the area shaved. After this has been 
washed further with isotonic sodium chloride solu- 
tion, the wound itself and the skin immediately ad- 
jacent to it are scrubbed with soap and water and 
the adjacent skin edges are shaved. The portion of 
the extremity which is to be draped at the time of 
surgery is again thoroughly scrubbed with soap and 
water followed by irrigations with saline solution. It 
is usually not necessary to add any additional pre- 
operative skin preparation. If skin preparation of 
chemical nature is added, this should be applied to 
the skin about the wound and not to the wound it- 
self. The extremity is then draped for surgery. The 
compound wound is enlarged to the desired degree 
in order to adequately expose the underlying frac- 
ture. After the wound is enlarged it is again thor- 
oughly irrigated with sterile saline solution in order 
to wash out any clots or foreign material which may 
have been present in the wound. 

The soft tissues about this area are inspected for 
possible injuries which may be of serious nature. 
The tendons, nerves, and any major vessels in the 
area should be thoroughly inspected if there is evi- 
dence of soft tissue injury about them. If a defect is 
found in any of these structures, it is repaired as 
simply as possible. In fractures of this type which 
are severely comminuted, fragments may be found 
completely free with no remaining soft tissue attach- 
ment. In such instances these fragments may be 
completely removed from the wound and thoroughly 
washed in a basin of sterile isotonic sodium chloride 
solution. The wound is again irrigated with the 
saline solution and an attempt is made to realign the 
multiple fragments as well as possible. The smaller 
fragments, if they are found to be clean, can then 
be replaced, since they may actually serve as free 
bone grafts across the site of the fracture. Débriding 
a wound of this type is of importance insofar as any 
damaged or devitalized soft tissue structures are 
concerned, It is important to remember, however, 
that some soft tissue structures cannot be completely 
removed, and it is important to attempt to preserve 
as much overlying skin as possible. If adequate skin 


remains, the wound may be safely closed in many 


fractures of this type. This is particularly true in 
compound fractures which are sustained in civilian 
life and in which the degree of adjacent soft tissue 
injury may not be nearly as great as that which 
occurs in war injuries. 

If surgery with reference to this fracture can be 
carried out within the first 8 to 12 hours, primary 
closure of these wounds in civilian practice may be 
safely attempted in many instances. In those in- 
stances, however, where the soft tissue damage is 
extensive, where there is loss of overlying skin which 
precludes the possibility of skin closure, and where 
the wound has been present for longer than 12 
hours, it is safer to pack the wound loosely with 
petrolatum (Vaseline) gauze, add a pressure dress- 
ing, and immobilize the entire extremity in a plaster 
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cast. If the wound remains clean, secondary closure 
may be then safely attempted after approximately 
two weeks. Once the fracture has been converted 
from the open to the closed type, the future man- 
agement of the fracture remains the same as that of 
any other fracture in which adequate immobiliza- 
tion is continued until union has occurred, Anti- 
biotic therapy should be continued until the danger 
of wound infection has safely passed. 

In some compound fractures, the degree of in- 
stability is such that internal fixation of some type 
may be required. Metallic internal fixation should 
be used with great caution, but in civilian practice 
it should be added when adequate alignment and 
secure fixation of the fracture are otherwise im- 
possible. 

Summary 


The severely injured patient can best be cared 
for by the team concept. After asphyxia, obvious 
hemorrhage, and shock have been adequately con- 
trolled, the patient should be evaluated as a whole 
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for evidence of possible multiple injuries. Severe in- 
juries to certain parts of the body, such as the head 
and chest, or the rupture of the abdominal viscus or 
of a major vessel, represent surgical emergencies 
and take precedence over injuries to the musculo- 
skeletal system as a rule. When these are present, 
surgical consultants in the appropriate fields should 
be called and definitive therapy directed toward the 
orthopedic injuries should be delayed until these 
are adequately cared for. During this period, the 
injured musculoskeletal parts should be adequately 
protected with pressure dressings and splints or 
traction. In the presence of a compound fracture 
the wound should be cleansed with soap and water 
and a sterile dressing should be added before the 
splint is applied. These measures should be carried 
out in the emergency room. Once the immediate 
surgical emergencies have been cared for, definitive 
treatment for the musculoskeletal injuries should be 
instituted. 


3720 Washington Blvd. (8). 
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CARE OF THE SEVERELY INJURED PATIENT—UROLOGIC ASPECTS 


James H. DeWeerd, M.D., Rochester, Minn. 


The possibility of damage to the urinary tract 
must be considered in every patient who has sus- 
tained trauma to the lower two-thirds of the trunk, 
including the lower part of the thorax, the abdo- 
men, flank, pelvis, and perineum. General emergency 
supportive treatment as indicated should be initiated 
before consideration is given to the systemic injury 
or injuries that may have been sustained, It is my 
impression that the incidence of serious damage to 
the urinary tract in severely injured patients is not 
high in comparison with skeletal, head, or abdom- 
inal injuries, but I shall not attempt to present any 
statistical proof on the incidence of such damage. 

Injury to a structure of the urinary tract may be 
only part of a complex situation and as such de- 
mands consideration in proportion to its severity. 
Serious trauma of the kidney, bladder, or urethra 
without any evidence of concomitant injury of as- 
sociated structures is possible but rare. 


From the Section of Urology, the Mayo Clinic and Mayo Foundation. 
The Mayo Foundation is a part of the Graduate School of the University 
of Minnesota. 

Read in the Panel Discussion and Symposium on Care of the Severely 
Injured Patient before the Joint Meeting of the Section on Orthopedic 
Surgery and the Section on Physical Medicine at the 106th Annual 
Meeting of the American Medical Association, New York, June 7, 1957. 


In the severely injured patient, attention 
may be directed toward specific diagnostic 
measures, after immediate supportive efforts 
have been completed toward stabilization 
of the injured person’s general condition. 
Discharge of blood from the urethral meatus 
or gross hematuria is the cardinal sign of 
damage to the urinary tract. Every person 
who has sustained injury to the bony pelvis 
or suprapubic region, and _ particularly 
everyone who has fractures of pubic rami, 
must be investigated for possible injury of 
the bladder or urethra. Injury to a structure 
of the urinary tract may be only part of a 
complex situation and as such demands con- 
sideration in proportion to its severity. 


Recognition of Injury of the Urinary Tract 


Discharge of blood from the urethral meatus or 
gross hematuria is the cardinal sign of damage to 
the urinary tract. Pain, tenderness, rigidity, and pal- 
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pable mass in the traumatized region are additional 
symptoms and signs which are important in the 
initial evaluation of the problem from a urologic 
standpoint. A very practical division of these injuries 
from both the standpoint of diagnosis and treatment 
and the standpoint of discussion is that based on the 
structures affected, namely, (1) the kidneys and 
ureters, (2) the bladder and proximal or posterior 
urethra, and (3) the anterior urethra and genitalia. 
Ureteral injuries due to external trauma are ex- 
tremely rare, and anterior urethral and genital in- 
juries are not ordinarily associated with severe 
trauma and will be omitted from this discussion. 


Injuries of the Kidney 


When interrogation and examination of the pa- 
tient reveal that trauma to the flank, lower part of 
the thorax, or upper outer quadrant of the abdomen 
has been sustained, the possibility of renal injury 
must be considered. Despite its rather sheltered 
position in the retroperitoneal space, the kidney may 
be contused or fractured by forces transmitted 
through the ribs and muscles which shelter it and 
through abdominal viscera which ordinarily cushion 
the shock. Gross hematuria is always associated 
with any significant renal injury, and when pain, 
tenderness, muscle spasm or rigidity, palpable ful- 
ness, Or a mass is present in the flank, the voided or 
catheterized specimen from the bladder should be 
inspected grossly for blood. 

Immediate supportive efforts having been directed 
toward stabilization of the injured person’s general 
condition, attention may be directed toward specific 
diagnostic measures. As soon as the condition of the 
patient permits, an excretory urogram must be made. 
It is usually feasible to do this in conjunction with 
the roentgen examination necessary to determine 
skeletal injuries. Ordinarily roentgenograms made 5 
and 20 minutes after intravenous injection of an 
appropriate preparation of organic iodine will give 
all the information that can be learned from this 
examination, When preexisting rena] disease such 
as hydronephrosis exists, roentgenograms made after 
45 and 90 minutes may be helpful. The analysis of 
the urograms must include careful evaluation of the 
status of the untraumatized kidney before attention 
is turned to the injured kidney. Conditions to be 
noted on the side of injury include the size and 
contour of the renal outline and associated soft- 
tissue densities including the psoas shadow. 

After the presence and degree of renal function 
have been determined, the outline of the collecting 
system is studied with particular reference to failure 
of individual calyces to fill and for any sign of ex- 
travasation of medium. Evidence of displacement of 
the bladder or abdominal organs by hematoma is 
also noted. There may be wide variation in these 
various factors, and one must be cautious in stating 
that any one positive finding demands surgical in- 
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tervention, All factors must be evaluated and cor- 
related with the physical findings and general re- 
sponse of the patient to emergency supportive 
treatment. The renal outline is frequently obliterat- 
ed. A clear-cut renal outline ordinarily means that 
minimal damage has occurred. Function is ordinarily 
reduced in the injured kidney but is rarely absent 
unless the entire kidney has been avulsed from its 
arterial supply. Failure of individual calyces to fill 
with medium ordinarily indicates the site of injury. 
I believe that immediate cystoscopic and retrograde 
pyelographic study is rarely indicated. Such study 
demands a certain amount of manipulation of the 
patient plus the added risk of general anesthesia; 
it must be made under strictly aseptic conditions in 
the cystoscopic room, and even so, it greatly en- 
hances the risk of infection ' in the patient destined 
to be treated conservatively. 


Management of Renal Injuries 


While many urologists * have been proponents of 
early surgical intervention, Sargent and Marquardt ® 
and Prather and Kaiser * have advised a course that 
seems more tenable to me, namely, conservative or 
nonoperative management except in rare instances. 
Injured kidneys may be placed in three categories 
according to severity of injury: (1) contused kid- 
ney, (2) lacerated kidney, and (3) shattered kid- 
ney. Generally, injuries in categories 1 and 2 may be 
considered amenable to conservative management, 
while those in category 3 demand prompt surgical 
attention. An effective conservative program should 
include general supportive measures, transfusions 
of whole blood to combat shock, frequent observa- 
tion of the blood pressure and pulse rate, repeated 
determinations of hemoglobin level and the hema- 
tocrit reading, rest in bed, close observation for local 
signs of progressive hemorrhage such as the pres- 
ence of mass or rigidity, maintenance of an indwell- 
ing urethral catheter so as to observe closely the 
character and volume of urinary output, appropriate 
prophylactic use of antibiotics, and treatment of 
associated ileus or other conditions. 


Report of Cases 


Case 1.—A 17-year-old youth who had injured his left 
flank in a tobogganing accident voided grossly bloody urine 
on admission to the hospital. The blood pressure was 
110 mm. Hg systolic and 65 diastolic, and the pulse rate 
80 per minute. There was moderately severe tenderness 
in the left flank with some rigidity but no palpable mass. 
The excretory urogram (fig. la) showed no filling of the 
middle and lower calyces of the left kidney. A mass was 
palpable in the left flank 24 hours after admission. A left 
retrograde pyelogram (fig. 1b) made 36 hours after injury 
demonstrated incomplete filling of the lower calyces but no 
sign of extravasation of medium. Values for hemoglobin fell 
slowly and shock was averted by administration of 1,500 cc. 
of whole blood during a 72-hour postinjury period. A Miller- 
Abbott tube was passed to combat distention subsequent 
to ileus. Steady improvement after the 3rd day made pos- 
sible his release from the hospital on the 13th postinjury 


1918 UROLOGIC ASPECTS—DEWEERD 


day. Urograms (fig. le) made nearly a year later demon- 
strated a relatively normal left kidney. Four years later the 
left kidney was unchanged and his urine and blood pressure 
were normal. 


Case 2.—A 12-year-old boy injured his left flank in a 
sledding accident. Gross hematuria was noted, but no mass 
could be palpated in the exquisitely tender left flank. The 
blood pressure remained stable despite a hemoglobin level 


Fig. l.—a, only the upper calyces are filled in the excretory 
urogram made immediately after injury. Psoas shadow is 
obliterated. b, delayed left retrograde pyelogram (36 hours 
after iniury ) demonstrates distortion of, but no extravasation 
from, the lower calyx. Distended loops of small intestine and 
bladder are displaced by retroperitoneal hematoma. c, excre- 
tory urogram demonstrates a relatively normal kidney 11 
months after injury. 


of 10 Gm. per 100 cc. of blood. Excretory urograms (fig. 2a) 
demonstrated extravasation of medium over the lower pole 
of the left kidney which was still evident in excretory uro- 
grams made two weeks after injury. Nine weeks after injury 
(fig. 2b and c) there was deposition of calcium between 
the atrophied lower pole and the normal upper two-thirds 
of the kidney. Six months later (fig. 2d) the calcium was 
nearly completely reabsorbed, the urine free of pus and 
blood cells, and the blood pressure normal. 


The next two cases are typical examples of cate- 
gory 3, or shattered kidney; in these, signs of ex- 
cessive loss of blood with incipient shock coupled 
with roentgen evidence of irreparably damaged 
kidney and extravasated urine, demanded imme- 
diate surgical intervention. 


Case 3.—An 18-year-old youth was admitted in a pre- 
shock state 24 hours after injury to his right flank during 
football scrimmage. Gross hematuria had persisted since the 
injury and there was a palpable mass in the tender, rigid 
right flank. Excretory urograms demonstrated extravasation 
in the region of the pelvis and gross displacement of the 
bladder by a hematoma which had dissected retroperitoneally 
into the pelvis. Exploration revealed a shattered kidney, 
completely devoid of venous return and with only one 
arterial branch intact to the uppermost fragment. 


Case 4.—A 13-year-old girl sustained injury to the left 
Hank in an automobile accident 18 hours prior to admission. 
Despite blood transfusion prior to admission, a state of 
shock was imminent. Gross hematuria and a tender, rigid, 
full left flank pointed to renal injury. Excretory urography 
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demonstrated complete transection of the midportion of the 

idney with a_ retroperitoneal hematoma displacing the 
bladder. Surgical exploration revealed a completely decap- 
sulated kidney fragmented into three major sections with 
multiple lacerations of each segment. Nephrectomy was 
pertormed., 

Renal hemorrhage tends to be self-limited aided 
by the renal capsule and by Gerota’s fascia, 
provided the damage is not too extensive. Sur- 
gical intervention alters these natural barriers, and 
the surgeon is likely to be confronted with frag- 
menting renal cortex which will not support hemo- 
static suture. 

The first two cases, as well as others like them, 
suggest the real value of a conservative program, | 
am convinced that immediate surgical intervention 
would have resulted in nephrectomy for the two 
patients, each of whom, when recently seen, had a 
useful, practically normal kidney. 

It would appear that, with few exceptions, the 
injured kidney that requires immediate surgical 
intervention is beyond surgical repair and as such 
should be removed. Parenthetically, the kidney that 
lends itself to surgical repair would, in all proba- 
bility, heal without surgical intervention. 


Injuries of the Bladder and Posterior Urethra 


The urinary bladder, when empty, is deeply re- 
cessed in the bony pelvis. Although the bladder may 
vary greatly in total mass because of its distensibil- 
ity, it is quite firmly anchored ° by its relationship to 
the pelvic floor through the lateral vesical ligament 
and, in the male, the prostate and the puboprostatic 
ligament. The distended bladder is much more vul- 
nerable to injury, since its dome rises above the pro- 
tective screen of the symphysis pubis. Penetrating 


Fig. 2.—a, excretory urogram demonstrates extravasation 
of urine over lower pole of left kidney. b, plain roentgeno- 
gram and, c, excretory urogram nine weeks after injury dem- 
onstrate deposition of calcium between atrophied lower pole 
and normal upper segment. d, plain roentgenogram six 
months after injury shows calcium almost completely ab- 
sorbed. 


injuries or blunt force to the lower part of the ab- 
domen may then rupture the bladder without 
injury to the skeletal structures. 
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Most injuries of the bladder and posterior ure- 
thra, however, are related to violent trauma that 
disrupts the continuity of the pelvic girdle, par- 
ticularly that which results in fracture of one or 
more of the pubic rami with separation of the 
symphysis pubis. Figure 3 shows how that violent 
force, dislocating the pubis, carries with it the pros- 
tate and bladder. The membranous urethra, firmly 
fixed to the superior and inferior fascial coverings 
of the urogenital diaphragm, resists the excursion, 
and disruption of urethral continuity occurs at the 
apex of the prostate where the prostatic and mem- 
branous urethra join. [f the bladder is distended at 
the time of the injury, actual rupture is likely to oc- 
cur by “bursting force.” Such rupture is usually in- 
traperitoneal,® whereas tears in the empty bladder 
or perforations by sharp spicules of bone are ordi- 
narily extraperitoneal. 


Recognition of Injuries of the Bladder and 
Posterior Urethra 


Every person who has sustained injury to the 
bony pelvis or suprapubic region, and particularly 
everyone who has fractures of pubic rami, must be 
investigated for possible injury of the bladder or 
urethra. Blood at the urethral meatus is positive 
evidence that such has occurred. Pelvic and lower 
abdominal pain, tenderness, and rigidity usually 
make palpation of these regions noncontributory. 
Generally the patient is unable to void and fre- 
quently complains of accentuation of pain when he 
attempts to do so. 


Fig. 3.—Force causing displacement of the pubis is trans- 
mitted to prostate, resulting in disruption of posterior urethra. 


Before catheterization of the male patient is at- 
tempted, it is imperative that a careful digital rectal 
examination be made. If the urethra has been sev- 
ered, the ensuing hematoma elevates the prostate 
and bladder, The high-riding, freely movable pros- 
tate can be palpated at the finger tip (fig. 4), and 
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soft, boggy hematoma is noted at the site the pros- 
tate normally occupies. This physical finding is 
pathognomonic, and attempts to pass a urethral 
catheter into the bladder will fail. Radiopaque me- 
dium may be injected through the urethra or 
through a urethral catheter. I feel that, although 
such radiographic evidence of extravasation may be 
desirable in some cases, it is generally unnecessary. 


Fig. 4.—Digital rectal examination reveals freely movable 
high-riding prostate at fingertip and soft boggy hematoma 
at normal prostatic site. 


If the results of rectal examination in the male 
are negative, or if the patient is a female, urethral 
catheterization should be attempted with a Foley 
bag catheter of appropriate size. The bag catheter 
is chosen because if the catheter passes into the 
bladder it is important not to remove it as it may 
be impossible to insert another without resort to an 
operative procedure. Straight and coudé-tipped 
catheters of various sizes should be tried if the bag 
catheter will not pass. If the catheter passes into the 
bladder, the appearance of a few drops or cubic 
centimeters of bloody urine, followed by clear urine, 
indicates a urethral laceration or contusion without 
actual severance of the urethra. Clear urine from the 
bladder of course excludes the possibility of signifi- 
cant injury to the bladder. Should the catheter 
pass without hesitation and totally hemorrhagic 
urine be obtained, it is evident that injury of the 
bladder or kidney has occurred. The presence of a 
large volume of retained bloody urine excludes any 
sizable rupture of the bladder, but a retrograde 
cystogram should be made in all cases to complete 
the investigation. Sterile contrast medium should be 
instilled by gravity; ordinarily 150 cc. is an adequate 
amount in the adult. If intraperitoneal rupture has 
occurred, loops of intestine may be outlined by 
opaque medium, or, in case of extraperitoneal rup- 
ture, diffusion into the perivesical tissues can be 
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noted. The relationship of bony spicules to the 
vesical cavity is frequently discernible. It is of ut- 
most importance to take a final roentgenogram after 
release of the medium from the bladder, since the 
distended bladder may obscure evidence of intra- 
peritoneal or extraperitoneal extravasation. 

Prather and Kaiser‘ have drawn attention to the 
“tear drop” shape of the bladder that results pri- 
marily from perivesical extravasation of blood and 
urine, Measurement of the volume of irrigation 
fluid returned is to be condemned as an unreliable 
method of assessing injury of the bladder. Cysto- 
scopic examination should not be attempted be- 
cause of the hazards and technical difficulties in- 
volved. 


Management of Injuries of the Bladder and 
Posterior Urethra 


Contusion of the bladder without sign of signifi- 
cant extravasation should be treated conservatively. 
The indwelling urethral catheter must be irrigated 
with sterile isotonic sodium chloride solution to 
keep it free from clots. Catheter drainage should be 
maintained for 10 to 14 days or longer, depending 
on associated problems. 

Posterior urethral contusions and lacerations with- 
out prostatic displacement or vesical injury should 
be treated conservatively by drainage with a ure- 
thral catheter. In this situation it is important to 
leave the initial catheter passed, regardless of va- 
riety, indwelling to act as a splint to the injured 
site. Unless there is good evidence that the lesion is 
a minimal one, the splinting catheter should be al- 
lowed to remain for 10 to 14 days. 


Fig. 5.—Use of interlocking sounds to realign urethra. 
Straight catheter is drawn into urethra from bladder side 
and utilized to draw splinting 30-cc. bag catheter into place. 


Complete rupture of the urethra and rupture of 
the bladder require surgical attention as soon as the 
general condition of the patient permits. The extra- 
peritoneal suprapubic approach is utilized unless 
there is evidence of intraperitoneal urinary extra- 
vasation or concomitant visceral injuries. The large 
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hematoma that has elevated the prostate is evacu- 
ated, and bleeding controlled by ligature and pack. 
The anterior surface of the bladder is then opened. 
Unless ruptured, it is usually distended by urine. 
Clear urine again means no injury to the bladder. 
Lacerations of the bladder should be closed in lay- 
ers with absorbable chromic surgical suture. Intra- 
peritoneal collections of urine, blood, and medium 


Fig. 6.—Continuous traction at 45 degree angle from hori- 
zontal maintains torn ends of urethra in gentle apposition. 


should be carefully evacuated and the peritoneum 
over the rent in the bladder closed accurately. At- 
tention is then turned to what is perhaps the most 
important phase of the procedure, that is, realign- 
ment of the urethra so as to reestablish and 
maintain urethral continuity. The golden hours to 
accomplish this necessary maneuver are at the time 
of initial exploration, and failure to do so almost 
invariably destines the patient to existence as a 
urologic cripple. 

Maceration and fragmentation of tissues usually 
make suture of the torn urethral ends difficult and 
unsatisfactory even if adequate exposure of the site 
could be had, Urethral continuity can be reestab- 
lished by pulling the prostate into proper position 
with a splinting bag catheter. Manipulative insertion 
of such a catheter is often difficult and is best ac- 
complished by using Davis interlocking sounds 
(fig. 5). After contact between the tips of the 
sounds is made in the space between the prostate 
and the urogenital diaphragm, the urethral sound 
is maneuvered into the bladder by keeping it in con- 
tact with the bladder sound as the latter is with- 
drawn. A plain catheter is secured to the urethral 
sound and withdrawn in a retrograde fashion through 
the urethra. A 30-cc. bag catheter is then drawn 
into the bladder, the balloon inflated, and traction 
on the catheter applied to pull the prostate down 
into its original anatomic relationship to the uro- 
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genital diaphragm. It is advisable to use a catheter 
of as large a caliber as will pass freely through the 
urethra. A silk suture placed in the eye of the 
catheter and brought out through the suprapubic 
wound will aid in replacing the catheter postoper- 
atively should the balloon burst. Traction sutures ” 
may be placed through the perineum to secure the 
prostate if the catheter traction seems inadequate 
or ineffective. The bladder is closed around a supra- 
pubic catheter and Penrose drains are placed to 
drain the paraprostatic and vesical space. 

Traction on the urethral catheter should be main- 
tained (fig. 6). A convenient and practical method 
is pulley traction at approximately 45 degrees from 
the horizontal thus avoiding undue tension on the 
suspensory ligament of the penis and necrosis of the 
urethral mucosa opposite the ligament. Vigorous 
traction is to be avoided. Usually 1 lb. of weight 
will be adequate to maintain the gentle apposition 
required. The traction may be released after six or 
seven days. My colleagues and I have preferred to 
leave the splinting urethral catheter in for a period 
of approximately 4 weeks, rather than remove it in 
10 to 14 days." Close observation and routine 
periodic urethral sounding for a period of 9 to 12 
months are imperative to prevent urethral stricture. 


Summary 


Serious injuries to the urinary tract, although 
relatively rare, may prove to be complicating factors 
in the patient who has sustained injuries to the 
trunk. The cardinal finding is gross hematuria or 
blood at the urethral meatus. Special diagnostic 
procedures including excretory urographic examina- 
tion, rectal digital examination for the position of 
the prostate in the male, urethral catheterization, 
and retrograde cystographic examination are indi- 
cated. The majority of traumatic renal lesions may 
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be treated conservatively, but isolated instances 
must be afforded lifesaving surgical intervention be- 
cause of continued grave hemorrhage and extra- 
vasation of urine from a shattered kidney; nephrec- 
tomy is almost invariably indicated in these isolated 
instances. Significant injuries to the bladder and 
posterior urethra including perforation of the blad- 
der and avulsion of the posterior urethra must re- 
ceive prompt surgical attention. It is imperative to 
realign the divided urethra and reduce the dis- 
placement of the prostate during the golden hours 
of the initial surgical approach. 
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Chemistry of the Brain—A Question.—Psychic functions may have a profound effect on these 
[vasomotor] centers, but the mechanisms by which they act is quite unknown. There is a cer- 
tain “guilt by association” in the effects on blood pressure of the disease called acute porphyria. 
I remember . . . a patient we studied who had this disease . . . because for more than a year we 
misdiagnosed her disease as essential hypertension with conversion hysteria. She was an ex- 
ample of a neurotic girl at her worst... . Things went from bad to worse in the hospital until 
finally, after bouts of convulsions, temper tantrums, and altogether bizarre behavior, she was 
dismissed. The correct diagnosis was made by chance in another hospital. . . . I say by chance 
because a sample of urine was allowed to stand for hours before it was sent to the laboratory, 
and during this period of inefficiency it turned deep red. When the porphyria spontaneously 
cleared, possibly because no more barbiturates were given, the girl almost miraculously be- 
came a thoroughly well-adjusted and nice person; her hypertension disappeared. Was her 
case an effect of the upset porphyrin metabolism on the psychic functions of the brain? Or was 
it an effect directly on the brain itself and on the autonomic system which affected both her 
behavior and her arterial pressure? Possibly hypertension is the result of direct action of por- 
phyrins on the smooth muscle of blood vessels. I do not know the answer, but the problem is 
an interesting one and suggests that Kliiver’s finding of porphyrins in the central nervous 
system needs much more penetrating study.—I. H. Page, Chemistry of the Brain, Science, 
April 19, 1957, 


A 


1922 


J.A.M.A., Dec. 14, 1957 


ROLE OF THE PLASTIC SURGEON IN MANAGEMENT 
OF THE SEVERELY INJURED PATIENT 


Robin Anderson, M.D., Cleveland 


The plastic surgeon may be of use in the man- 
agement of the severely injured patient when ex- 
tensive soft tissue and bone injury of the face are 
present. Surgeons dealing with such injuries should 
be guided by two principles: (1) the general con- 
dition of the patient takes precedence over any 
reconstructive procedure; and (2) when the recon- 
structive procedure is carried out, whether immedi- 
ately or after the lapse of several days, it should 
be definitive. 

There is often a mistaken tendency on the part 
of the surgeon to take one look at a severely lacer- 
ated face and rush the patient to the operating 
room, disregarding associated injuries which may be 
fatal if ignored. It is essential that the patient re- 
ceive thorough treatment generally before any spe- 
cialized maneuvers are considered. Problems of 
respiration and bleeding receive top priority. Once 
these are controlled, actual or potential head injury 
is the next concern. While signs of severe intracran- 
ial injury may disappear in a few hours, it is more 
usual for a number of days to be required. It makes 
little sense to perform a long and meticulous 
operative procedure if ultimate recovery from the 
associated head injury is doubtful or if there is a 
significant chance that a reconstructive procedure 
at this time will further endanger the life of the 
patient. 

How long can we wait to repair soft tissue and 
facial bone injuries in a severely injured patient? 
From the practical standpoint, we have found it 
possible to carry out definitive procedures for soft 
tissue injury as long as a week after injury without 
serious sequelae. This period is probably not by any 
means the maximum. Prior to the advent of anti- 
biotics, about 24 hours was considered the limit 
beyond which primary closure became unsafe. This 
has been modified mainly by the use of antibac- 
terial drugs, and to some degree by more careful 
wound management prior to surgery. There is no 
specific antibiotic of choice, though penicillin given 
by injection continues to offer adequate prophylaxis. 
It is not possible to give the drug orally in most 
instances. While the time of choice to reduce facial 
bone fractures is within the first week, it is often 
possible to mobilize fragments as late as two or 
three weeks after injury. The limiting factor is the 
amount of fixation by new scar. 
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The severely injured patient with extensive 
lacerations on the face should receive 
thorough general treatment before any 
specialized maneuvers are considered. The 
use of antibacterial drugs and more careful 
wound management prior to surgery have 
made it possible to carry out definitive pro- 
cedures for soft tissue injury as long as a 
week after injury without serious sequelae. 
It is an error for a surgeon who repairs facial 
laceration to assume that plastic revision 
will be necessary in the future. Meticulous 
attention to detail should be part of the 
initial operation. 


Local wound care should be meticulous. The 
gaping wound is covered at all times with sterile 
materials, usually moistened with saline solution, 
and changed frequently enough to prevent the col- 
lection of superficial debris and exudate. If the 
wound is continuous with the oral cavity and inter- 
feres with normal mouth function, a few fine ab- 
sorbable surgical (catgut) sutures placed strate- 
gically to approximate soft tissues may add to the 
comfort of the patient and simplify the oral in- 
gestion of liquids. This can be done at the bedside 
without anesthesia. Sterile butterfly-type adhesive 
tapes may be useful to maintain apposition of soft 
structures, particularly those where critical contours 
are involved, Carefully applied uniform pressure, 
with fluffed gauze or mechanics’ waste, will prevent 
massive swelling and additional interstitial hemor- 
rhage and should be instituted as soon after injury 
as possible. Local injections of hyaluronidase may 
help reduce swelling if already present. The pres- 
sure dressing will serve also to immobilize facial 
fractures, particularly of the mandible. Mouth 
cleanliness is maintained even in the unconscious 
patient. If conscious, the patient is encouraged to 
irrigate his mouth once or twice a day with dilute 
hydrogen peroxide to loosen crusts and debris, and 
to use dilute alkaline mouth wash every few hours 
in addition. If the patient is unable to do this him- 
self, it should be done by a nurse using gauze 
pledgets or a soft toothbrush moistened with the 
solutions. Neomycin solution may be useful to clean 
up a particularly dirty mouth. 

It is an error for a surgeon who repairs facial 
laceration to assume that plastic revision will be 
necessary in the future. As a general rule, the 
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chance of success is greatest at the first operation; 
this rule is just as true for soft tissue procedures as 
for intrathoracic or intra-abdominal operations. The 
initial operation should be definitive, with the me- 
ticulous attention to detail which would be neces- 
sary at a secondary procedure. 


Procedure for Repairing Lacerations of the Face 


The first step in the initial operation is intelligent 
débridement. Wound edges are excised cleanly 
and nonviable tissue removed, Bone fragments of 
any size are removed only if stripped of periosteum 
or lying free in the wound. Vital structures such as 
nerves are found and preserved. The longer the 
delay period, the more essential it is to débride 
thoroughly, carrying out complete excision of the 
wound. 

Closure is multilayered, using 0000 or 00000 
chromic absorbable surgical sutures beneath the 
skin. Comparable silk may be used, but has an un- 
fortunate tendency to extrude if the delay period has 
been long or the wound dirty. Tissue bites are kept 
small, and the amount of buried suture material is 
held to a minimum. It is important that skin edges 
be cut perpendicular to the surface and any shelving 
edge excised to prevent humping up of the thin flap. 
Fine silk is used to close the skin, care being taken 
to insert the needle within 2 or 3 mm. of the wound 
edge; this more than anything else prevents the 
formation of so-called ladder marks, which are the 
trademark of widely placed skin sutures and of the 
careless surgeon, Precise apposition of the skin 
edges is essential, since an uneven scar will require 
subsequent reexcision. 

Vital structures such as the parotid duct and the 
facial nerve should be identified and reconstructed 
at this time. It is usually not difficult to find the 
parotid duct about 1 cm. below and parallel to the 
zygoma. A small catheter or soft polyethylene tube 
threaded from within the mouth through the papilla 
marking the exit of the parotid duct will quickly 
mark the distal segment and will often simplify 
identification of the proximal end. The duct ends 
are anastomosed over this splint with 00000 or 
(00000 chromic absorbable surgical sutures. 

Identification of multiple branches of severed 
facial nerve may be tedious and difficult but must 
be accomplished if function is to be restored. The 


proximal ends may be found either by picking up a 
cut end of the nerve and tracing it back to the pes 
anserinus or by identifying the main trunk or one 
of its branches behind or close to the parotid gland. 
Blunt dissection is carried out with very fine mani- 
cure scissors, with tissue spread rather than cut to 
avoid inadvertent additional damage to the nerve. 
The distal ends are best found by stimulating the 
areas likely to contain nerve branches with a fine 
hemostat or the electric stimulater. The former is 
to be preferred in most instances because the me- 
chanical stimulus is more sharply limited in its zone 
of stimulation. When the divided ends have been 
found, they are reapproximated with 000000 arterial 
silk on atraumatic needles. At least two sutures 
should be placed across each line of anastomosis 
and should approximate only nerve sheath in order 
to maintain reasonably normal orientation of the 
nerve bundles. This difficult chore is well worth 
the time and energy spent in avoiding a permanent 
facial paralysis for the patient. If primary anasto- 
mosis is impossible because of actual] loss of nerve 
tissue, the procedure of choice is immediate nerve 
graft, with the greater auricular nerve used as the 
graft. At least half of such grafts will ultimately 
work to some degree and provide facial nerve 
function. 

Pressure dressing is reapplied after the operative 
procedure, and moderate pressure is maintained 
for at least four days to contro] edema and oozing. 
Sutures can be removed early since the multilayered 
closure has eliminated tension across the approxi- 
mated skin edges. If care is taken to support the 
wound with collodion and gauze or adhesive butter- 
flies, sutures may be removed as early as the 
second postoperative day. They are usually left in 
place until the fourth or fifth postoperative day. 


Summary 

In the management of severe soft tissue and bone 
injury of the face, it is essential that any recon- 
structive procedure be deferred until the general 
condition of the patient is such that the contem- 
plated procedure will not further endanger his life. 
The initial operative procedure should be definitive. 
The surgeon is in error if he assumes that secondary 
revision is inevitable. 

2020 E. 93rd St. (6). 


The Normal Inhibitor of Influenza Virus.—There are several examples of polysaccharides 
which will combine with viruses and modify their ability to adsorb to the host cell. One well 
studied case is the normal inhibitor of influenza virus that is present in tissue fluids and se- 
cretions of man. This inhibitory polysaccharide is present in the mucin that bathes the respira- 
tory epithelium and so would protect man from attack by the influenza viruses were it not for 
the unfortunate fact that the influenza virus possesses an enzyme that enables it to destroy 
the inhibitor. This enzyme is essential for the infectivity of the virus and a drug that would 
inactivate the viral enzyme might be an effective chemotherapeutic agent against influenza. 
—M. H. Adams, Ph.D., The Nature of Viruses, Bulletin of the New York Academy of Medi- 
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CARE OF THE SEVERELY INJURED PATIENT—NEUROSURGICAL INJURIES 


James C. White, M.D., Boston 


In many acute traumatic emergencies the pa- 
tient will have suffered multiple injuries. In auto- 
mobile accidents, which are the most common 
source, damage to the brain and spinal cord causes 
70% of the deaths.' Furthermore, about 70% of 
deaths from head injury take place in the first 24 
hours.” Care of the severely injured should be a 
team project in which the general surgeon must 
never forget the ever-present hazards of intracranial 
and vertebral injury, which are not always obvious 
at first. The neurosurgeon must often give priority 
to his other surgical colleagues when there is intra- 
abdominal or intrathoracic bleeding, a sucking in- 
jury to the chest wall and pleura, or spreading in- 
fection from a ruptured hollow viscus or bladder. 
Even in the absence of obvious injury to the chest 
or abdomen, he must always bear in mind these 
possibilities, especially it the victim is in shock or 
respiratory distress or develops abdominal disten- 
tion or tenderness. Of the three neurosurgical con- 
ditions which may be serious problems, only cranio- 
cerebral and spinal injuries require immediate 
treatment. Injuries to peripheral nerves, or even 
avulsion of the brachial plexus, should be looked 
for and recognized, but there is no need to discuss 
them because they can best be treated after other 
acute injuries have been dealt with when the pa- 
tient is a safe risk for elective surgery. Therefore | 
shall confine my remarks to the treatment of the 
more severe injuries to the cranial bones, brain, 
and spinal cord. 


Head Injuries 


First aid for the patient with a severe head in- 
jury requires arrest of bleeding if the scalp is 
lacerated, prevention of further contamination of 
open wounds, and maintenance of an adequate air- 
way when the victim is unconscious. In the ab- 
sence of profuse bleeding from a scalp laceration, 
the craniocerebral injury is not likely to produce 
shock. While nothing can be done to prevent intra- 
cranial bleeding until the patient reaches a hos- 
pital, extracranial hemorrhage can usually be con- 
trolled by direct pressure. This suffices to check 
even arterial bleeding, unless the underlying skull 
is badly comminuted, in which case pressure must 
be applied at the periphery where the cranial vault 
is intact. Scalp lacerations should be covered with 
sterile gauze held snugly in place, preferably by 
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Injuries to the brain and spinal cord need 
prompt attention after an accident, while 
those that involve nerves require elective 
procedures that can be deferred for treat- 
ment until the condition of the patient be- 
comes less critical. After severe head in- 
juries primary consideration should be given 
to the danger of intracranial hemorrhage, 
to wounds requiring débridement and clos- 
ure, and in general to the needs of a 
comatose patient. Deepening coma and 
other signs may warn of progressive hemor- 
rhage or edema with the development of a 
lethal pressure cone. Compression of the 
midbrain may develop so rapidly that 
evacuation of an extradural hematoma must 
sometimes be undertaken without waiting 
for an x-ray, if life is to be saved. Patients 
who have suffered fracture or dislocation 
of vertebrae require the greatest care during 
transportation to prevent further damage to 
the spinal cord. Respiration must not be 
depressed by ill-advised use of morphine; it 
may need to be assisted by oxygen ad- 
ministration, or suction, or tracheotomy. 
Early operation is required only for com- 
pound wounds, irreducible dislocations, and 
persistent cord compression. In the case of 
a cervical cord injury this should be deferred 
until the critical period of respiratory and 
circulatory depression has passed. In most 
of these spinal injuries, as well as in the 
craniocerebral group, major neurosurgical 
intervention should not be undertaken until 
loss of blood has been corrected and other 
thoracic or abdominal injuries of more im- 
mediate priority have been dealt with. 


an elastic bandage. With any deeply unconscious 
patient attention to respiration is a vital factor. A 
tight collar must be loosened. Transport in the face- 
down position will prevent the tongue from drop- 
ping back and inhalation of saliva or vomitus. A 
free airway is of particular importance with a cere- 
bral injury because anoxia causes the brain to swell 
and retention of carbon dioxide increases cerebral 
congestion.” Morphine and other narcotics which 
inhibit the respiratory center must never be used. 
Head injuries per se rarely cause severe discomfort, 
although the patient may become very restless and 
irritable. In these circumstances paraldehyde is the 


V 165 
1957 


Vol. 165, No. 15 


drug of choice and can be given by rectal, intra- 
muscular, or intravenous routes in quantities rang- 
ing from 1 to 2 cc. by vein to double this amount 
by intramuscular injection, and four times this dose 
by rectum. 

When the patient arrives at a hospital, wash out 
the stomach if he threatens to vomit or if a general 
anesthetic is necessary for repair of other injuries. 
In general, gastric lavage is not desirable as it so 
often leads to retching, which increases intracranial 
pressure. Shave the hair widely around the lacerated 
area and wash the scalp thoroughly with soap and 
water. Any arterial bleeding in the scalp can now 
be dealt with by clamping and electrocoagulation or 
ligature. A sterile pressure-dressing will stop any 
residual venous or capillary oozing. Intravenous or 
intramuscular injection of appropriate antibiotic 
drugs will prevent spread of bacterial infection for 
a number of hours, if other more serious injuries 
require priority in treatment. 

While other injuries, if present, are being at- 
tended to, the neurosurgeon can make his examina- 
tion. Unless there has been extensive hemorrhage 
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Fig. 1.—Mechanism of formation of temporal pressure 
cone. 


from the scalp, the blood pressure should not be 
low because of cerebral trauma. A state of shock 
usually denotes injury to other regions than the 
head, but a slowing pulse and respiratory depres- 
sion are often seen with injury in the posterior fossa 
or with dangerous increase in intracranial pressure. 
If consciousness is maintained or coma is lessening, 
the brain has probably not been extensively dam- 
aged. Examine the patient carefully, especially if 
he is disoriented or comatose, for evidence of local 
crania! trauma, paralysis of cranial nerves, hemi- 
paresis, inequality of the tendon reflexes, a Babinski 
sign, or focal seizures. Look at the pupils to see if 
they are equal and remain so, as a dilating pupil is 
so often a warning of lethal herniation of the tem- 
poral lobe through the tentorial notch (fig. 1). This 
sign and the development of extensor spasm in the 
extremities with nuchal retraction are ominous 
signs. They indicate compression of the oculomotor 
nerve and midbrain which, if not immediately re- 
lieved, will soon result in permanent loss of con- 
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sciousness from hemorrhage and disruption of the 
midbrain reticular formation * (fig. 2). Always look 
for signs of concomitant injury to the spinal cord; 
also examine the nose and ears for possible leakage 
of cerebrospinal fluid. Get x-rays of the skull taken 
just as soon as other exigencies permit. A fracture 


Fig. 2.—Appearance of temporal pressure cone in autopsy 
specimen. X shows oculomotor nerve compressed by uncal 
herniation. Note constriction of aqueduct of Sylvius. 


line across the middle meningeal groove should al- 
ways suggest the possibility that the middle men- 
ingeal artery may be torn (fig. 3). Added lateral 
displacement of a calcified pineal gland constitutes 
nearly certain proof. 
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Fig. 3.—Fracture line, seen at autopsy, running obliquely 
upwards in frontal bone, mistaken for coronal suture in 
x-ray. As a result craniotomy was deferred until onset of 
coma and decerebration. 


In caring for these patients it is important to 
realize that the most immediate hazard is injury to 
the underlying brain rather than any coincidental 
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fracture of the skull. In general, persons with severe 
closed head injuries, even without fracture, seem 
to fare worse than those with extensive compound 
fractures. The most acute danger comes from intra- 
cranial bleeding, usually from the middle meningeal 
artery. This vessel runs upward across the outer 
surface of the dura mater in a bony groove, whose 
depth increases with advancing years. It is easily 
torn by a frontoparietal fracture. Acute hemorrhage 
may also be found in the subdural space if the 
arachnoid is torn and the cortex lacerated, but 
large intracerebral clots are rare. On the other 
hand, rapid swelling of severely traumatized cere- 
bral tissue may often take place without gross 
hemorrhage. 

A patient who is only briefly dazed and later 
develops progressive fading of consciousness _ is 
most likely to have a rapidly expanding extradural 
hemorrhage. Being of arterial origin, it grows rapid- 
ly. In this event only early diagnosis and evacua- 
tion of the clot with coagulation of the bleeding 
point can save life (fig. 4). When the patient is in- 


Fig. 4.—Midbrain hemorrhages from fatal compression by 
herniated temporal lobe seen at autopsy. 


toxicated or remains in coma this diagnosis be- 
comes far more difficult. In the presence of deepen- 
ing coma with an obvious bruise on the scalp, uni- 
lateral pupillary dilation, the development of con- 
tralateral neurological signs, aphasia, or focal 
seizures, get an immediate skull film if there is 
time. Many of these warning signs are not con- 
sistently present and at times they are most mis- 
leading, as paralysis may be on the side of the 
bleeding if the brain stem is pushed over with com- 
pression of the opposite cerebral peduncle against 
the rigid edge of the tentorium. The surgeon should 
be primarily guided by progressive deepening of 
coma in his decision to operate immediately. Com- 
pression of the midbrain may develop so rapidly 
that exploration must sometimes be undertaken 
without waiting for an x-ray, if the patient's life is 
to be saved. 
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Treatment of Head Injuries 


This brief discussion does not permit any de- 
scription of surgical technique, but it is usually a 
simple matter to make an exploratory trephine 
with use of local anesthesia close to the line of 
fracture, enlarge it by rongeuring the thin temporal 
squama, and evacuate a fresh liquid clot. The main 
trunk of the middle meningeal artery is coagulated 
and any points where the artery is torn and bleed- 
ing are dealt with in similar fashion. Occasionally 
it is necessary to peel up the dura from the floor of 
the middle fossa and plug the foramen spinosum 
with a tuft of cotton in order to compress this artery 
where it enters the skull. If compression of the un- 
derlying brain has been severe and it fails to ex- 
pand, this often means impaction of the uncal 
portion of the temporal lobe in the tentorial notch. 
In these circumstances it is advisable to try reduc- 
tion of the hernia by forcible injection of 100 ce. 
of isotonic sodium chloride solution from below by 
lumbar puncture, as reeommended by Gillingham.’ 
Attempts to disimpact the uncal herniation by cut- 
ting the tentorium are likely to cause so much ad- 
ditional trauma to the temporal lobe that this pro- 
cedure does not seem justified, unless there is added 
bleeding in the subdural and subarachnoid space 
with traumatic necrosis of the temporal lobe. Suc- 
tion removal of the pulped brain may then permit 
easy transection of the tentorium. 

Even in the absence of any threatening signs on 
admission, it is advisable to keep the possibility of 
delayed clot formation in mind and check the pa- 
tient’s level of consciousness and neurological signs 
at frequent intervals, until an x-ray has been taken 
to make sure that no fracture crosses the path of 
the middle meningeal artery or any of its branches. 
Fractures crossing the large venous sinuses are also 
possible sources of intracranial hemorrhage, though 
rupture of veins with their lower pressure is rarely 
followed by complications in the early period that 
we are discussing. 

Acute swelling of the brain, especially when the 
cortex is lacerated and the spinal fluid bloody, may 
also force the uncal portion of the temporal lobe 
through the tentorium. The mortality rate is highest 
in this condition, which is often seen in the absence 
of a fracture and often on the side opposite the 
trauma from contrecoup injury. In the presence of 
rapidly deepening coma with evidence of brain 
stem compression, | prefer to make immediate 
bilateral temporal trephines, even if there is no 
cranial fracture. In these explorations blood is often 
found in the subdural space, with swollen trauma- 
tized brain at the tip of the temporal lobe or under 
surface of the frontal lobe on one or both sides. 
Suction removal of pulped necrotic brain and 
evacuation of subcortical clots has at times ap- 
peared to be a life saving procedure, especially 
when removal of the traumatized inferior surface 
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of the temporal lobe permits the reduction of a 
tentorial herniation. If no acute hemorrhage or 
necrotic brain is found, these exploratory openings 
are such minor procedures that no damage can 
possibly result. They can be carried out with use 
of local anesthesia without inconvenience to the 
surgical team that is simultaneously taking care of 
acute injuries to other parts of the body. The diffi- 
culty lies in locating the hemorrhage, which may 
be present in unusual positions such as under a 
frontal lobe or even in the posterior fossa.° 

Another most serious injury is the basilar frac- 
ture, as sudden death may result from compression 
of the respiratory center in the medulla by swelling 
and impaction of the cerebellar tonsils. I have seen 
this occur after an apparently mild injury in the 
presence of a fracture entering the foramen mag- 
num. Waning of consciousness, which is such an 
important guide to the presence of diffuse trauma 
to the hemispheres with secondary compression of 
the midbrain, may be absent with compression 
limited to the lower medulla. While it is not often 
possible to detect this critical complication, it is a 
wise precaution to proceed to an immediate sub- 
occipital decompression on the appearance of 
respiratory difficulties in patients with occipital 
fractures which enter the foramen magnum or cross 
one of the major venous sinuses. 

Most cases of craniocerebral injuries with or 
without fractures do not have expanding hema- 
tomas that require surgical evacuation. Coma per se 
is not an indication for operation unless it is deep- 
ening or accompanied by signs suggesting the de- 
velopment of a compressive tentorial or cerebellar 
herniation. In treating the ordinary stuporous indi- 
vidual the best therapy is to provide optimal con- 
ditions for the traumatized cerebral tissue to heal 
by absorption of edema and gliosis. Lumbar punc- 
ture is of little help, either for determining the 
degree of pressure in local areas of traumatized 
brain or for removing blood or lowering pressure 
by withdrawing cerebrospinal fluid. Attempts to 
reduce cerebral swelling by intravenous injection 
of hypertonic dextrose or sucrose solutions have 
been of little lasting effectiveness. A solution of 
30% urea, as recently described by Javid, Settlage, 
and Monfore,’ has been most promising and merits 
a trial. (Sterile urea crystals, 1.5 Gm. per kilogram 
of body weight, are dissolved in 5% dextrose—dis- 
tilled water to make up a 30% solution. To date the 
sterile urea crystals can be obtained only from the 
manufacturing laboratories, School of Pharmacy, 
University of Wisconsin, in Madison.) It is vital 
that the comatose patient have a free airway. If 
this cannot be maintained by nasal and oral suc- 
tion, do not hesitate to do a tracheotomy. On many 
occasions this is lifesaving, because it permits so 
much more effective suction of tracheal secretions. 
Many a comatose patient after a head injury will 
die of pneumonitis if this is neglected. Watch the 
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fluid and electrolyte balance with care, as these 
patients may develop diabetes insipidus and either 
loss or retention of sodium.” 

In the absence of compressive intracranial bleed- 
ing, débridement and closure of wounds to the 
scalp, skull, and brain can be postponed for many 
hours until the general surgeons have had a chance 
to control and replace blood loss and to deal with 
major injuries to other parts of the body. The 
neurosurgeon must give his surgical colleagues 
every opportunity and encouragement to carry out 
lifesaving procedures with a minimal loss of time. 
Head injuries per se, as mentioned above, do not 
lead to shock, and the victim is not in immediate 
danger unless he shows signs of brain stem com- 
pression. It is wise to avoid respiratory depressant 
drugs and, if possible, general anesthesia, as this 
will obscure a waning level of consciousness to- 
gether with other vital neurological signs. Experi- 
ence in the recent wars has shown that delay be- 
fore débridement and closure of craniocerebral 
injuries is safe under the bacteriostatic protection 
of antibiotic drugs after preliminary control of 
bleeding, removal of hair, and thorough cleansing 
of the scalp. The technica! procedures for scalp 
débridement, dealing with depressed or compound 
fractures, intracranial hemorrhage, and penetrating 
wounds, are well described in articles by Lewin ° 
and Matson.’° 


Injuries to the Spinal Cord 


One of the many eventualities the physician must 
think of when confronted with a seriously injured 
individual is whether he may have a concomitant 
vertebral fracture or dislocation with potential or 
actual injury to the spinal cord. Many mild con- 
tusions of the cord have been converted into irre- 
versible transections by neglect of careful examina- 
tion and careless transport. Contusion of the cord, 
in contrast to spinal root trauma, causes no pain, 
but if the patient is conscious there should be no 
difficulty in making the diagnosis. Examine the 
arms and legs to see if they are weak or insensitive. 
Suspect a vertebral fracture if there is limitation of 
movement in the neck or back with radicular pain, 
and treat such a person as though a vertebra 
might be injured until fracture or dislocation can 
be ruled out by x-ray. The patient who is uncon- 
scious from a head injury may have fractured a 
cervical vertebra as well, especially if he also has 
an injury to a shoulder.'’ Observe his respiration to 
see if his intercostal muscles are paralyzed and if 
he is breathing only with the diaphragm. In lower 
back and lumbar injuries the legs will be more 
flaccid than the arms and the lower tendon reflexes 
will be absent. The semiconscious patient should 
make some reflex withdrawal of the limbs when the 
skin is vigorously pinched or pricked, the testes 
squeezed, or the tendo achillis vigorously com- 
pressed. 
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Victims of cervical cord injury should be placed 
in a supine posture and have the neck splinted in 
a neutral position, with a small cushion under the 
neck and added support from a collar of folded 
newspaper or padded cardboard so that the head 
cannot rotate from side to side. Never permit a 
solicitous friend to elevate the head to give the 
patient a drink or to light a cigarette. Most of these 
injuries occur in flexion, and if the neck is bent 
forward the crushed body of the vertebra may be 
forced back against the spinal cord. It is also im- 
portant to avoid hyperextension, as a small propor- 
tion of these injuries occur in this fashion. Keep the 
patient warm where he lies until a rigid stretcher 
can be obtained. Then make gentle traction and 
hold the head in alignment with the body as the 
patient is put on the stretcher and into an am- 
bulance or station-wagon. Stay by the patient's 
head to see that it remains stable during the entire 
period of transport to the hospital. The only excep- 
tion to the face-up position is the intoxicated in- 
dividual or one who is nauseated and starts to 
vomit. In this case, despite the hazards of lateral 
rotation of the head, a change to the prone posi- 
tion is obligatory. 

In case of injury to the lumbar spine it should be 
borne in mind that here again the fracture is usual- 
ly produced by excessive flexion of the spinal col- 
umn, whereby one or more vertebral bodies are 
compressed and comminuted; therefore it is essen- 
tial to-maintain the normal lordotic curve of the 
lumbar spine. The worst thing that can be done in 
these circumstances is to move the patient by pick- 
ing him up by the knees and shoulders, as _ this 
causes pronounced flexion of the lower back and 
drives the shattered vertebral fragments and loos- 
ened intervertebral disks backward against the 
conus medullaris and caudal rootlets. Lumbar 
lordosis with stabilization of the lower spine can 
be maintained equally well either by placing the 
patient in the prone position or face up with a roll 
of blanket or clothing under his lower back. If the 
patient is transported in the prone position he can 
be carried in a blanket held tightly by four at- 
tendants, but if he is placed face up he must be on 
a rigid stretcher or door that is well padded. Be 
sure to remove any hard objects from the trouser 
pockets so that pressure sores will not be started 
even before reaching the hospital. 

Injuries to the thoracic spine are rare because of 
the relative immobility of the attached ribs. When 
such injuries are present, the patient can be trans- 
ported face up or down, provided bruises are well 
padded and movements of the back are prevented. 
If there are multiple rib fractures, transport in the 
supine position will favor more effective diaphrag- 
matic breathing. 

Treatment of Spinal Cord Injuries 
On admission to hospital immediate x-ray diag- 


nosis and evaluation of the vertebral fracture or 
dislocation is desirable. Do not overlook a fractured 
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odontoid process by neglecting to order antero- 
posterior films taken with the mouth open. If other 
injuries do not prevent, send the patient directly to 
the x-ray department as soon as the fracture has 
been securely stabilized by application of a Zim- 
mer turnbuckle collar to the neck or adequate 
padding under the lower back. If other injuries re- 
quire immediate treatment, this can be started as 
soon as the injured portion of the spine has been 
protected. In this case the paraplegic patient is not 
in immediate jeopardy because of injury to the 
thoracolumbar segments of the cord, but the quadri- 
plegic constitutes a desperately poor risk. With 
respiratory movements of the ribs paralyzed and 
only the diaphragm contracting, vital capacity is 
likely to be reduced to 500 cc. There is always the 
possibility that hemorrhage and edema of the cord 
may spread upward and paralyze the motor anterior 
horn cells of the phrenic nerve (at C-2 to C-4 level). 
Under these conditions the victim becomes pro- 
gressively confused and stuporous from increasing 
anoxia of the brain. In view of this complication it 
is always advisable to treat the patient with a crit- 
ical injury to the cervical cord by oxygen inhalation. 
Emergency tracheotomy should be carried out if 
the tracheobronchial tree is full of secretions that 
cannot be sucked out adequately by a catheter in- 
serted through the nose and whenever respiration 
appears to be inadequate. Tracheotomy adds 100 cc. 
or more to respiratory exchange by by-passing the 
oropharynx. Administration of oxygen by tent, nasal 
catheter, or B. L. B. mask insures better oxidation 
of the tissues and brain. At the same time it reduces 
nitrogen saturation of the blood, thereby minimizing 
distention of the paralyzed gastrointestinal tract 
and thus increasing the effectiveness of diaphrag- 
matic respiration. For similar reasons distention of 
the bladder should be prevented by early insertion 
of a 16-gauge Foley type inlying catheter. 

The first definite neurosurgical procedure which 
must be carried out as soon as possible, in order 
that the patient with a cervical cord injury can be 
safely turned from side to side and to make other 
necessary manipulations possible, is insertion of 
Barton or Crutchfield tongs into the temporoparietal 
region of the skull and application of traction by 
cord and pulley over the end of the bed up to 15 
lb. This is sufficient to hold the cervical vertebrae 
in stable alignment. Traction applied in this fashion 
causes no discomfort whatever, in striking contrast 
to the former less efficient method with a head 
halter, which was painful and also made it difficult 
for the patient to open his mouth.'* If no tongs are 
available cranial traction can be applied equally 
well by means of wires. Make a parasagittal inci- 
sion 5 cm. long directly above each ear and 3 cm. 
to either side of the midline. A 20 cm. strand of 
20-gauge wire is threaded between a pair of bur 
holes drilled 1 cm. apart on each side of the skull, 
passing it between the inner table of the bone and 
the dura. The two ends of each wire are then se- 
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cured to a traction yoke and the incision sutured 
with two layers of fine silk stitches in the galea 
and skin. 

If major surgery must be undertaken without 
further delay because of serious injury to the head, 
chest, or abdomen, the paraplegic patient with con- 
tusion of the cord below the neck is usually a 
reasonably safe risk. Anesthesia is often unnecessary 
for operations in the lower half of the body. Local 
infiltration can be used in the head and neck, and 
the trachea may be intubated safely for general 
anesthesia preparatory to chest surgery, if the cer- 
vical vertebrae are not injured. Even then the tra- 
chea can be safely intubated by an expert anesthetist 
with the neck stabilized by cranial traction. With 
cervical injuries any major operation during the 
first few days, when the patient is in spinal shock, 
is a most hazardous procedure, primarily because 
the respiratory factor of safety is so low. In addi- 
tion, vasomotor control is completely lost and blood 
pressure is often reduced to shock level. Neverthe- 
less, necessary procedures to control hemorrhage 
and infection must be carried out. Fractures of the 
extremities can be treated by traction or splinting 
with little risk. In the case of projectile wounds, 
débridement must be carried out as soon as other, 
more lethal injuries have been attended to. Frac- 
tured laminas or foreign bodies must be removed 
to decompress the swollen cord or injured roots of 
the cauda equina. Small spicules of bone, not visible 
in the x-ray, may be found driven into the spinal 
cord. Perforations of the dura should be patched 
with fascia or muscle when the projectile has pene- 
trated hollow viscera, in order to prevent men- 
ingitis if the tract should become infected. 

In treating closed injuries to the cord, operation 
is necessary only when there is irreducible disloca- 
tion or persistent spinal fluid block on manometric 
test. Pressure against the dural sac is shown by 
failure to obtain a rapid rise and fall of manometric 
pressure on lumbar puncture with compression and 
release of the jugular veins in the neck. In the 
absence of other critical injuries, patients with 
thoracic and lumbar dislocations or compressive 
fractures of the vertebral bodies can be submitted 
to early open reduction of the dislocated articular 
facets or decompressive laminectomy, as they are 
usually safe operative risks. With fracture-disloca- 
tion of the cervical vertebrae it is usually best to 
delay and attempt to reduce the lesion by increasing 
traction up to 40 Ib. In order to do this without 
pulling the patient up to the head of the bed, this 
should be elevated a foot or more on blocks. Hourly 
x-rays are necessary in order to make sure that 
traction can be lowered to 15 or 20 Ib. as soon as 
the dislocation is reduced. Skull traction applied in 
this fashion usually reduces a cervical dislocation 
within 24 hours. When the vertebrae do not return 
to a normal alignment or the block is not relieved, 
it has been our policy to delay up to a week before 
any open reduction of the dislocated articular 
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facets or a decompressive laminectomy is under- 
taken. This is sufficient time for spinal shock to 
subside, with an elevation in blood pressure, re- 
covery of intestinal peristalsis with relief of intes- 
tinal distention, and better respiratory exchange. 
While a few individuals may suffer added injury 
to the cord, many lives will be saved by avoiding 
general anesthesia and surgical manipulation dur- 
ing this extremely critical stage. 

No description of the prolonged care of quadri- 
plegic and paraplegic patients can be undertaken 
in this brief account of neurosurgical treatment in 
the severely injured patient. The procedures out- 
lined above include only the early phase of treat- 
ment at the site of the accident and the first few 
days in the hospital when the patient is most 
critically ill. I have attempted to describe the early 
safeguards required to stabilize the injured spine, 
to avoid further injury to the cord, and to prevent 
death from infection or respiratory paralysis; also 
methods whereby the neurosurgeon can make the 
treatment of other concomitant injuries feasible 
and as safe as possible. The later care of these un- 
fortunate individuals requires prolonged efforts to 
maintain adequate caloric and protein intake, pre- 
vent the development of pressure sores and urinary 
infection, promote reflex control of bladder and 
rectal function, and ultimate rehabilitation when 
nerve conduction in the injured cord or cauda 
equina fails to respond to treatment. Helpless as 
the patient may appear at first, the prognosis is far 
from hopeless, as not infrequently spinal or caudal 
root contusion may begin to recover within a few 
days, so that there is gradual partial or even com- 
plete recovery. Even in case of permanent para- 
plegia, modern methods of rehabilitation will often 
enable a patient who is paralyzed from the waist 
down to walk with the aid of crutches and braces, 
to have satisfactory reflex control of his bladder 
and rectum, and to drive a car with hand controls. 
Many of the victims of these accidents are today 
happily married, have children (if males, artificial 
insemination is usually necessary), and are usefully 
employed. A smaller number of quadriplegics who 
have recovered triceps function are able to lead a 
successful wheel chair existence and be partially 
self-supporting. 

Summary 


In acute craniocerebral injuries three factors re- 
quire primary consideration: (1) immediate evacua- 
tion of clots that compress the brain and produce 
pressure-coning at the tentorial notch or foramen 
magnum with lethal compression of midbrain or 
medulla, (2) débridement and closure of wounds to 
prevent infection, and (3) treatment of unconscious 
individuals with diffuse contusion of brain and 
cerebral edema. 

In spinal injuries the cord must be protected 
against further injury from vertebral fracture or 
dislocation. This is accomplished by recognition of 
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paralysis at the site of the accident, proper trans- 
port to the hospital, and immediate immobilization 
of fractured or dislocated vertebrae. Skull tongs 
and traction are best for cervical injuries and im- 
mobilization in lordosis for injuries in lower spine. 
Important early measures in high injuries are oxy- 
gen administration, intravenous feeding, and cath- 
eterization. Tracheotomy and suction may be neces- 
sary to maintain an adequate airway. Hourly turn- 
ing in bed and skiiled nursing prevent bedsores. 
Early operation is required only for compound 
wounds, irreducible dislocations, and _ persistent 
cord compressions. Whenever possible, this should 
be deferred until respiratory exchange is adequate 
and peripberal circulation competent. 

Treatment of injuries to nerves has not been dis- 
cussed, as this is an elective procedure and best 
deferred until the badly injured patient has recov- 
ered from the critical period of his accident. 
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PHYSIATRIC ASPECTS OF CARE OF THE SEVERELY INJURED PATIENT 


Frederic J. Kottke, M.D., Minneapolis 


Whenever a patient is severely and acutely dis- 
abled by trauma or disease the first concern should 
be for treatment to maintain vital bodily functions, 
correct any trauma, or combat the acute disease. 
Shock or hemorrhage must be adequately treated 
without delay. Infection must be prevented or 
treated adequately. Fractures must be reduced and 
immobilized. During the acute emergency, the 
necessity for intensive therapy to support and re- 
store the patient may lead to neglect of planning 
for the eventual recovery of the patient. When the 
patient is critically ill for days or weeks, neglect to 
establish a program of total patient care may re- 
sult in deterioration of the patient's condition. Re- 
habilitation is concerned with the restoration of the 
disabled patient to maximal independence. Pre- 
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During the acute emergency, the neces- 
sity for intensive therapy to support and 
restore the severely injured patient may lead 
to neglect of planning for the eventual re- 
covery of the patient. Neglect to establish a 
program of total patient care may result in 
deterioration of the patient’s condition. Pre- 
vention of deterioration during acute dis- 
ability is an important factor in securing 
maximal recovery and should be a part of 
the program of care during the acute illness. 
To avoid the deteriorating effects of bed 
rest, patients should not be confined to bed 
any longer than is necessary to treat the 
acute disability. The degenerative effects of 
the prolonged inactivity may be greater than 
the beneficial effects of the bed rest. 
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vention of deterioration during acute disability is 
an important factor in securing maximal recovery 
and should be a part of the program of care during 
the acute illness. 

Prolonged inactivity due to confinement to bed 
may result in permanent disability. The basis of 
the development of functional ability by any organ 
of the body is use. Within physiological limits each 
part of the body increases in functional ability in 
proportion to the load placed upon it. Conversely, 
inactivity or nonuse results in regression of the part 
with loss of ability to function. Rest constitutes a 
period of nonfunction, and during prolonged rest 
of an organ the progressive loss of ability or de- 
terioration of that organ occurs. During disease or 
following injury to a part of the body, we may ob- 
serve that its functional ability is greatly decreased. 
At such times the normal physiological demands 
on that part may exceed the ability to respond. In 
such cases, in order to protect the part against 
further damage by exhaustion or to preserve ho- 
meostasis, it is necessary to protect the part by rest. 
Rest in such cases becomes functional by reducing 
activity to a level within the capacity of the part. 
Under these conditions the metabolic capacity of 
the injured organ is adequate to meet the meta- 
bolic demands of the decreased activity plus the 
metabolic demands of the response to the injury. 
As the organ increases in ability its metabolic re- 
serve increases, and if the load upon it is now 
increased its capacity to do work will increase pro- 
gressively. Although disuse deterioration is ob- 
served most easily for voluntary muscle the same 
phenomenon occurs in cardiac muscle, the central 
nervous system, bone, the automatic nervous SVS- 
tem, and other systems. 

When bed rest rather than rest or protection only 
of the injured parts is prescribed after injury, there 
will be a progressive deterioration of the normal 
parts of the body while the injured part or parts are 
protected. This loss of ability of the body through 
disuse becomes a serious factor in producing dis- 
ability in patients who have a disease or injury 
which necessitates prolonged immobilization. Dur- 
ing the time of enforced rest, deterioration may 
occur to the point that weeks or months of treat- 
ment may be necessary to reestablish normal func- 
tion. Therefore, when rest is prescribed for thera- 
peutic purposes its effect on all parts of the body 
should be evaluated. Adequate protection must be 
given to the injured part, but activity should be 
maintained in normal parts of the body to prevent 
or minimize their deterioration. 

There are times when normal parts of the pa- 
tient’s body deteriorate faster than the injured part 
heals. In some cases permanent disabilities result 
from degenerative changes which develop in areas 
not involved by the original disease or injury. In 
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other cases, many months of restorative therapy 
are necessary to return these deteriorated parts of 
the body to normal function. In either case, re- 
habilitation to independence is prevented or de- 
layed. If the activities of the uninvolved parts of 
the patient’s body can be maintained during the 
time that he must remain in bed his convalescence 
will be shortened and the cost of his care decreased. 
The common types of deterioration of patient 
confined to bed are loss of mobility, loss of mus- 
cular strength and endurance, circulatory deteriora- 
tion, ischemic ulcers, and metabolic imbalances. 


Loss of Mobility 


In the normal process of breakdown and repair 
of body tissues there is a continuous removal and 
replacement of collagen fibers. In the subcutaneous 
tissue, around joint capsules, in muscle planes, and 
in other moving parts of the body, collagen is laid 
down as loose areolar connective tissue. This loose 
connective tissue allows a considerable range of 
motion to occur between the moving parts. If a 
part of the body is immobilized, a more dense net- 
work of connective tissue develops which limits 
motion. 

Certain factors are known to alter the rate of 
formation of collagen fibers. Impairment of the 
blood supply hastens the rate of fibrosis. Edema 
due to trauma or to circulatory and lymphatic 
stasis limits motion and causes fibrosis to occur 
more rapidly than normally. After trauma, sero- 
fibrinous exudate occurs in the extravascular spaces. 
The fibrin precipitate from this exudate blocks the 
extravascular and lymphatic spaces. This interferes 
with the removal of fluid and results in a brawny 
edema. Recurrent edema or inflammatory exudate 
secondary to infection also increases the fibrosis. In 
normal tissues the changes in collagen occur con- 
tinually, but this process of removal and deposition 
of collagen is accelerated after trauma or inflam- 
mation. In less than one week collagen fibers and 
new capillaries develop around the site of a frac- 
ture.’ Immobilization following trauma leads to the 
formation of dense fibrosis which may require 
weeks or months to remove.* By the end of three 
weeks the collagen fibrosis which develops between 
two immobilized tissues has become extremely 
strong. To prevent this fibrosis and limitation of mo- 
tion, all joints should be moved through their full 
range frequently. 

Clinical experience has shown that fibrosis is 
particularly difficult to treat when it occurs around 
certain joints. Joints which are not easily moved 
through full range of motion in bed develop pro- 
gressive limitation of motion. This is particularly 
true of the hip, which is kept in partial flexion 
whether the patient is lying on a soft bed, semi- 
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reclining, or sitting (fig. 1). Pillows under the knees 
increase the flexion in the hip and maintain flexion 
in the knee. The hip and the knee must extend 
fully if a patient is to stand easily without great 
muscular effort (fig. 2). Some joints are difficult to 


Fig. 1.—Deformities caused by impreper bed _ posture. 
Improper posture in soft bed contributes to development of 
disabling flexion contractures. Pillow under knees increases 
Hexion of both hip and knee. Pillows under shoulders 
increase thoracic kyphosis. Prolonged flexion of hip causes 
contractures and permanent limitation of extension of hip. 


stretch effectively. It is difficult to immobilize the 
short, broad, heavily padded pelvis so that the hip 
flexors can be adequately stretched. Effective 
stretching of the triceps surae is difficult because 
it is such a powerful muscle group. 


Fig. 2.—During normal relaxed 
standing hip is maximally extended. 
Angle formed by long axis of the 
pelvis perpendicular to line between 
anterior superior and posterior supe- 
rior iliac spines, and longitudinal axis 
of femur is 170 degrees. Center of 
gravity falls just posterior to center of 
rotation of hip and in front of knee so 
that hip and knee extension are main- 
tained without muscular effort. (From 
Kottke and Kubicek, Arch. Phys. Med. 
37382 [Feb.] 1956. ) 


Any joint that is painful will be protected by 
muscular contraction unless special exercises are 
carried out under supervision. Contractures de- 
veloping in the direction of the pull of gravity are 
difficult to stretch out because gravity tends to 
enhance the contracture continually and resists any 
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stretching. On the other hand, gravity helps by its 
continual action to stretch out antigravity contrac- 
tures. Spasticity or muscle spasm limits the range 
of motion of a joint and increases the likelihood of 
the development of contractures. Prevention of 
contractures is far easier than is corrective therapy. 
Preventive treatment consists both of proper posi- 
tioning and of activity to maintain range of motion. 

A bed which provides adequate support in the 
proper position to minimize contractures is usually 
referred to as an orthopedic bed. The essential 
features of an orthopedic bed are a bed board to 
provide a flat foundation beneath a firm mattress, 
and a foot board (fig. 3). A bed with an ordinary 
mattress on an ordinary spring allows sagging of 
the hips of 2 to 5 in. The hip flexion which occurs 
when the patient lies supine in such a bed may not 
be apparent on casual inspection. However, if the 
patient is bed-fast so that the hips are not extended 
beyond this position, contractures develop and pro- 
duce a flexion deformity. The sitting position dur- 
ing the day does not oppose this shortening of the 
flexor fascia. To provide a firm foundation for the 
mattress, a %4-in. bed board is substituted for the 
bedspring. On this is placed a firm felt or inner- 
spring mattress. Such a bed decreases the flexion 
of the hips and rounding of the back and shoulders 


Fig. 3.—Orthopedic bed provides optimal support to 
minimize contractures. Firm mattress on %-in. bed board 
provides flat foundation for patient. Even on flat surface 
elasticity of flexors of hip limits extension to 150 degrees. 
Foot board blocked 4 in, from foot of mattress provides 
support for feet and removes pressure from heels. Small 
pillow supports head without extending under shoulders. 


which occur in a sagging bed. The bed should be 
equipped with a foot board to maintain the sole of 
the foot perpendicular to the long axis of the leg. 
The foot board should be adjustable to any position 
along the bed to accommodate patients of varying 
height. It should be possible to adjust the foot 
board beyond the lower end of the mattress so 
that the patient's heels are off the mattress when 
the bed is flat. When the patient lies prone the feet 
extend between the end of the mattress and the 
footboard. A pillow between the footboard and the 
feet allows the equinus position of the foot and 
vitiates the usefulness of a footboard. 

Maintenance of full range of motion of all joints 
and flexibility of the soft tissues is an important 
factor in the prevention of deterioration of the bed- 
fast patient. Joint mobility is dependent upon full 
Hexibility of the surrounding soft tissues. When 
joints are immobilized the lack of motion in the 
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surrounding joint capsules, connective tissue, and 
muscles allows fibrosis to occur, tying these struc- 
tures together tightly. Consequently, joint motion 
becomes limited and the patient is handicapped 
(fig. 4). Maintenance of motion of the joints pre- 
vents the development of fibrosis. Active motion 
when it is possible is the simplest way to maintain 
mobility. Watson-Jones has stated, “Every joint 
which does not need to be immobilized must be 
exercised actively from the first day of the injury. 
Failure . .. may be responsible for complications 
even more serious because they often remain per- 
manent despite treatment.”* However, patients can- 
not be depended upon to maintain mobility unless 
they are given a specific exercise program. Simple 
‘alisthenics may be prescribed to be done by the 
bed-fast patient several times daily. Passive motion 
may be carried out by a nurse or therapist when 
necessary. All joints which need not be immobil- 
ized should be moved through the full range of 
motion at least two times each day. Joints or ex- 
tremities which need support should be moved 
passively by a trained therapist. Painful joints fre- 
quently can be moved freely if the extremity is 


Fig. 4.—Hip flexion con- 
tracture developed as result 
of prolonged inactivity in 
bed following hemiplegia. 
Knee is held flexed to par- 
tially compensate for the 
limitation of hip extension to 
140 degrees. Center of grav- 
ity of upper extremities and 
torso is far anterior to hip, 
and weight cannot be borne 
on left leg without strong 
contraction of the hip ex- 
tensors and quadriceps. 
(From Kottke and Kubicek: 
Arch. Phys. Med. 
[Feb.] 1956.) 


supported and moved gently. For these cases, slings, 
calipers, or other supporting devices may be coun- 
terbalanced and rigged so that the patient may 
carry out passive movement of the supported ex- 
tremity (fig. 5). Bed skates gliding over a board 
also make it possible for the patient to carry out 
motion of the hips and knees with gravity and fric- 
tion nearly eliminated. 
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When joints may not be moved because of frac- 
tures any motion must be confined to the soft 
tissues. In these cases, maintenance of flexibility of 
soft tissues is especially important. Trauma has 
caused extravasation of blood into tissue planes. 
Fibrin has precipitated in the extravascular spaces 
and has formed networks on which collagen can 
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Fig. 5.—Balkan frame over bed makes it possible to pro- 
vide many types of assistive and resistive exercise apparatus 
so that patient may regain mobility and strength through 
exercise while confined to bed. 


be laid down. Edema decreases both the flexibility 
of the tissues and the nutrition of the cells. All of 
these factors tend to produce dense scarring. As a 
result, joint motion may be lost, even though no 
trauma has occurred to the joint surfaces. Heat 
stimulates increased circulation and increased heal- 
ing. Massage is useful in these cases to aid venous 
and lymphatic return, reduce edema, and maintain 
flexibility both in muscles and periarticular soft 
tissues. Dense scarring is decreased by daily mas, 
sage during the period of immobilization, and 
greater range of motion is present when bony union 
has occurred. Electrical stimulation to cause mus- 
cular contraction, or voluntary muscle-setting ex- 
ercises, are valuable to maintain both the flexibility 
and also the strength of the muscles. 


Loss of Muscular Strength and Endurance 


Immobilization of the patient in bed because of 
severe injury causes the rapid development of 
weakness and atrophy of the muscles. The develop- 
ment and maintenance of muscular strength and 
size is related to the production of maximal tension 
at frequent intervals by muscular contraction 
against high resistance. If muscles are not con- 
tracted to produce a strong tension at frequent 
intervals after severe injury, atrophy begins and 
strength diminishes. If pain inhibits muscular con- 
traction atrophy occurs rapidly. Immobilization of 
a muscle in a shortened position in a cast or splint 
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interferes with the development of muscular ten- 
sion and promotes atrophy. Immobilized paretic 
muscles also atrophy quickly. A muscle which is 
short because of section of the tendon is unable to 
exert tension and undergoes atrophy. 

Endurance of a muscle is to a large extent a 
problem of adequate nutrition and excretion. If the 
circulation of the muscle is not adequate to supply 
food and remove metabolites endurance is poor. 


Taste 1.—Average Pulse Rate and Systolic Blood Pressure 

Responses (Including the Crampton Postural Adjustment 

“Score’) of Six Men Before and During Recovery from Bed 
Rest® 


Days of Reeovery from 
sed Rest 


Condition Control 1 1 16 nalt 


Meusurement 
Pulse rate, Supine ........ 0” 51 65 62 SS 57 61 6 82 
beats/min. Tilted$ ....... 638 64 1022 GO RE RI 71 
Difference .... 13 13 37 27 32 %» 23 21 19 
Systolic Supine ........ 1138 113 120 118 115 110 114 
111 113) 106 «109 «107 (109 
mm. He. Difference .... 2 0 14 ‘ 6 1 7 P 3 


Crampton 


"From Taylor and others.‘ 
+ Observations made 36 to 72 days after recovery from bed rest. 
t To 68 degrees on tilt table. 


Repeated contractions of a muscle against low re- 
sistance stimulate vasodilatation and increase ar- 
terial circulation. Venous and lymphatic flow are 
increased by external compression of these vessels 
during the contraction of the muscles. 

In order to maintain strength and endurance, the 
patient who must remain in bed for a prolonged 
period of time should be given exercises to do. A 
few strong contractions of a muscle each day are 
adequate to maintain the size and strength of the 
muscle. Pulleys or other exercise apparatus at- 
tached to the Balkan frame make it possible for the 
bed-fast patient to exercise the muscles of his unin- 
volved extremities. A trapeze bar can be used to 
exercise the arms and shoulders and to assist the 
patient to transter from bed to chair. Sit-up or 
push-up exercises can be used to strengthen arms 
and trunk. Exercise apparatus of an assistive or 
resistive type can also be adapted tor the lower 
extremities for the period of time that the patient 
must remain in bed. 


Circulatory Deterioration 


Profound changes in circulatory control and per- 
formance occur whenever patients are confined to 
bed. The circulation adapts to stresses placed upon 
it through vasomotor regulation. If normal pos- 
tural stresses are removed, the ability to adapt de- 
creases. Injury, disease, or fever makes the circu- 
lation less able to adapt to stress and hastens the 
deterioration. The adaptation of circulation to up- 
right posture deteriorates quickly with bed rest. 
Taylor and co-workers’ found that, when healthy 
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young men were put to bed for 21 days, there was 
a deterioration of the cardiovascular ability to res- 
pond to the upright posture which was not regained 
even after five weeks of activity. Table 1, repro- 
duced from their work, shows a relative tachycardia 
at rest after 21 days of confinement to bed and a 
pronounced tachycardia when the subjects were 
tilted up to a 68-degree angle on a tilt table. There 
was inability to maintain blood pressure when 
erect, although signs of strong sympathetic nervous 
activity (palmar sweating, pallor, and restlessness) 
were present. The restoration of the cardiovascu- 
lar system to its normal adaptability after 21 days 
of bed rest required from 5 to more than 10 weeks. 
Patients who are older than these subjects or who 
have been ill or injured may show more rapid 
deterioration and recover more slowly. Painful con- 
gestion of the feet or legs, vertigo, and fainting are 
common when the patient assumes the erect pos- 
ture after only a few days in bed. Prolonged bed 
rest always causes these symptoms. Painful tingling 
and burning of the legs may prevent the patient 
from resuming full activity for weeks after bed rest. 

As the patient remains bedfast, the cardiac 
rate at rest increases progressively (table 2). Taylor 
and co-workers‘ found that in healthy young men 
confined to bed cardiac rate at rest increased ap- 


Tasie 2.—Pulse Rate in Bed by Averages of Successive Two- 
Day Periods for Six Normal Young Men® 


Days Timet G.W. L.B. DM. RM. ES. A.W. All 


savages a.m. 45.0) 44.0 45.0 47.0 
p.m, 62.0 53.0 15.0 55.0 
a.m. 51.5 47.5 $8.5 45.0 413.0 47.5 47.2 
p.m. 43.0 48.0 4.3 
a.m. 44.0 WO 52.0 42.5 44.5 47.2 
p.m. 67.0 DOD 46.0 57.5 55.0 
a.m. 47.5 53.5 16.0 47.5 
p.m, 74.0 63.5 DOO 54.0 
WS 53.0 2.0 46.0 49.0 51.2 
p.m. 63.0 57.0 DOS 53.5 57.3 
a.m 51.5 47.0 46.5 53.3 
pom 65.0 590 58.0 51.5 57.2 
a.m 4.0 ALA 45.5 47.0 47.0) 
p.m, 63.5 H5.5 52.5 57.0 60.8 
a.m. 18.0 49.0 44.5 HOD 51.4 
p.m. 805 615 67.0 62.5 59.0 63.7 
“a.m 7D 61.0 570 46.0 43.0 13.8 
pn 77.5 61.0 70.5 66.0 WD 57.0 63.8 
a.m 4.5 7.0 43.5 49.0 
p.m 77.0 O10 75.0 2.0 90.5 65.0 
M40 62.0 62.0 53.0 7.2 
pon slo 72.5 
Mean 
a.m. +0.35 +065 +0538 +0.17 +0.23 
pm, +O.88 40.88 +046 +0.32  +0.67 


From ‘Taylor and others. 

+ Pulse rates were counted at 8:30 a.m. under basal conditions and at 
3:30 pum. atter two hours of supervised bed flat rest. These are the 
‘acm.’ and ‘p.m.’ values, The line marked mean A/day presents the 
average pulse rate increase per day of bed rest. 


proximately 0.5 beats per day. After three weeks of 
bed rest, these young men, during moderate work, 
showed an increase of cardiac rate of 40 beats per 
minute greater than before bed rest. It required 
from 5 to 10 weeks of reconditioning before the 
cardiac rate during work returned to pre-bed-rest 
level. Increased rate had to be substituted for the 
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diminished cardiovascular control. During tachy- 
cardia, the heart had less time to recover and 
fatigued more quickly. With this decreased cardio- 
vascular reserve the ability to do muscular work 
was greatly reduced. Taylor found that the ability 
to walk 3.5 miles per hour on a 10% grade was 
decreased to 25% of normal after the three-week 
rest in bed. This study demonstrated that there was 
a rapid deterioration of the cardiovascular ability 
as a result of bed rest. This deterioration was 
overcome only very slowly when the subject was 
ambulating again. 

To avoid the deteriorating effects of bed rest, 
patients should not be confined to bed any longer 
than is necessary to treat the acute disability. The 
degenerative effects of the prolonged inactivity 
may be greater than the beneficial effects of the bed 
rest. It is important that rest when necessary should 
be confined only to the parts of the body requiring 
rest. Bed calisthenics, resistance exercises, and 
occupational therapy may be prescribed to keep 
the uninvolved parts of the body active enough to 
prevent deterioration. 


Ischemic Ulcers 


A common type of deterioration of patients con- 
fined to bed is the development of decubital or 
ischemic ulcers. These ulcers develop over bony 
prominences or areas where pressure is great 
enough to interfere with capillary circulation, Mal- 
nutrition of the cells as a result of ischemia causes 
death and sloughing of the tissue of the compressed 
area. Patients who have poor nutrition for any 
reason have increased susceptibility to ischemic 
damage. Normally, dangerous ischemia is avoided 
because pain arising from the ischemic area causes 
the patient to move to relieve the pain. If the 
patient has an area of analgesia the ischemia may 
persist unnoticed until the ulcer develops. Debili- 
tated patients, paralyzed patients, and patients in 
casts or traction may develop ischemic ulcers be- 
cause they are unable to turn by themselves. These 
patients are serious nursing problems. To prevent 
a dangerous degree of ischemia, these patients 
should be turned not less frequently than once each 
hour. To turn a disabled patient as frequently as is 
necessary requires a great deal of the time of the 
nursing staff. The Stryker or Foster frame was de- 
vised to enable a nurse to turn a patient more 
easily so that he would be turned frequently. To 
place a patient on a Stryker frame and not turn 
him, however, defeats the purpose of the apparatus 
and decubiti may still develop. Automatic  shift- 
ing of the weight of the patient at regular short 
intervals is even more effective than the use of a 
Strvker frame. The alternating-air-pressure miat- 
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tress which automatically shifts the weight-bearing 
area on a five-minute cycle has proved to be an 
effective apparatus. This mattress is composed of 
parallel rows of plastic tubes approximately 1 in. 
in diameter. Alternate tubes are connected to- 
gether and inflate and deflate on a_ five-minute 
cvcle. This change of distribution of pressure under 
the body prevents prolonged ischemia and_ the 
development of ischemic ulcers. 

Patients with low serum protein levels already 
have impaired cellular nutrition. They are especial- 
lv vulnerable to ischemic necrosis. These patients 
should be put on a high-protein diet to improve 
their protein metabolism and to increase the rate 
of healing of ischemic ulcers. 

Since these decubiti are the result of ischemia 
the most satisfactory method of treating them is 
the stimulation of circulation. The decubitus should 
be relieved of all pressure. Wet or greasy dressings 
which macerate the skin should be avoided. 
Radiant heat from a light bulb or heat lamp in- 
creases the circulation and aids healing. Ultraviolet 
irradiation stimulates healing in two ways: (1) an 
erythemal dose of ultraviolet causes prolonged 
vasodilatation in the area, and (2) ultraviolet radia- 
tion is bactericidal to organisms growing in the 
decubitus. Friction massage around the decubitus 
decreases edema, increases lymphatic and venous 
drainage, and prevents fibrosis of the subcutaneous 
tissue beneath and around the ulcer. 

Summary 

Efficient rehabilitation of the severely disabled 
patient is possible only if deterioration is prevented 
and the patient's abilities are preserved. Prolonged 
inactivity in itself causes deterioration of the 
skeletal, neuromuscular, and cardiovascular sys- 
tems. Bed rest for patients with disabilities of long 
duration may produce deteriorative changes which 
permanently disable or greatly delay the recovery 
of these patients. Intelligent use of activity to 
maintain the abilities of the uninvolved parts of the 
body together with adequate protection for the in- 
volved parts of the body will decrease the time 
required for restoration of the patient to maximal 
usefulness, 

412 Delaware St. (14). 
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SERUM GLUTAMIC OXALACETIC TRANSAMINASE IN DERMATOMYOSITIS 


José M. de Moragas, M.D., Harold O. Perry, M.D. 


and 
Gerard A, Fleisher, Ph.D., Rochester, Minn. 


One of the problems in the management of pa- 
tients who have dermatomyositis is the assessment 
of the degree of clinical activity of the disease. The 
cutaneous findings and myositis pursue individual 
courses, with no apparent relationship between the 
degree of activity in either, It is difficult to deter- 
mine whether the presenting weakness is the result 
of a previously arrested muscle injury or of a con- 
tinuing active destruction of muscle. Ordinary lab- 
oratory findings do not correlate with the activity 
of the process. Even the urinary creatine and creat- 
inine excretion studies do not constitute as reliable 
guides of clinical activity as was formerly pre- 
sumed.’ 

Acute damage of the myocardium * and _ liver,’ 
both clinically and in the laboratory, and of the 
brain ‘ of dogs has been followed by a rise in the 
activity of serum glutamic oxalacetic transaminase. 
( The term “transaminase” will be used below to des- 
ignate the enzyme glutamic oxalacetic transaminase. ) 
Elevation of serum transaminase activity after trau- 
matic (surgical) injury to skeletal muscle, and as a 
consequence of ischemia of muscle induced by arte- 
rial occlusion, has been reported by LaDue and 
Wroéblewski.’ They also stated that serum trans- 
aminase is elevated in dermatomyositis. Siekert and 
one of us ° have shown that the serum transaminase 
activity is elevated in patients with muscle disease, 
particularly dermatomyositis, and have suggested 
that the elevation may paralle] the activity of the 
process. The present study attempts to correlate the 
amount of serum transaminase with the clinical 
condition of patients with dermatomyositis and to 
see if the test for serum transaminase activity gives 
a more reliable measure of the clinical activity than 
other laboratory tests. 


Material and Methods 


Seventeen patients were available for study, The 
diagnosis of dermatomyositis was based on clinical 
examination (dermatological and neurological ), 
electromyographic studies, and in some cases skin 
and muscle biopsies. Serum transaminase level de- 
terminations were performed in accordance with a 
method outlined elsewhere.” Values found in 50 
healthy persons are recorded in table 1. In some 
patients an initial determination was made, and, if 
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Dermatomyositis occurring in 17 patients 
was Classified as either active or inactive by 
clinical criteria. Three patients with dermato- 
myositis in the inactive phase were all found 
to have normal serum transaminase levels, 
while 14 with the disease in the active phase 
had high levels that were, in some cases, 
extreme. The average for 50 normal subjects 
was 1.0] micromoles per hour per milliliter. 
Some patients with disease in the active 
phase had levels 10 times as high. High 
values were also found in certain conditions, 
such as lupus erythematosus, that must be 
considered in the differential diagnosis of 
dermatomyositis. In four patients with derma- 
tomyositis clinical improvement ac- 
companied by decreasing values of the 
serum transaminase. Serum transaminase 
determinations are therefore useful in the 
diagnosis of dermatomyositis and in eval- 
vating the patient’s progress during treat- 
ment. 


normal, no further testing was done. In other in- 
stances, after the initial determination showed an 
elevated value, serial determinations were done. 
Clinically, the patients fall into two groups: (A) 
those with active disease and (B) those whose dis- 
ease was quiescent. Table 2 records the values of 
serum transaminase activity in these two groups. 


l.—Serum Transaminase Activity in Healthy Persons® 


Mean and Standard Mean+3 Standard 
Deviation, Deviation, 
Micromoles’ Hr. MI. Mieromoles Her. Ml. 


Above 50 combined ....... 


From Siekert and Fleisher.” 


In group B, the values were normal, thus agreeing 
with the clinical impression that the patient had 
already reached a quiescent phase of his disease. 
In the figure are recorded the serum transaminase 
values of four patients determined at variable inter- 
vals during the period of clinical observation. Maxi- 
mal elevations were obtained in those patients 
whose dermatomyositis was considered clinically 
most active. Decreases of the transaminase activity 
paralleled the clinical improvement noted. 
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Serum transaminase determinations were also per- 
formed in a few patients who had conditions that 
sometimes may be confused with dermatomyositis, 
namely, systemic lupus erythematosus and acro- 
sclerosis. Serum transaminase was elevated greatly 
in two patients with systemic lupus erythematosus. 
Both had positive L.E. tests and symptoms of se- 


Taste 2.—Serum Transaminase Activity in Dermatomyositis 
(Seventeen Patients? 


Age, Activity, 
Sex Yr. Mieromoles Hr. M1. 

Group A Caective phase) 

Group B Cinaective phase) 


vere myalgia, presumably secondary to myositis, In 
a small group of patients with miscellaneous derma- 
toses, serum transaminase was found to be within 
normal limits (table 3). 


Report of a Case 


A 47-year-old white housewife was seen at the Mayo Clinic 
for the first time in April, 1956. She had had persistent edema 
and erythema of the dorsa of hands, face, ears, and neck be- 
ginning in February, 1956. In March, 1956, an adeno- 
carcinoma of the left breast had been found, and for this a 


Taste 3.—Serum Transaminase Activity Miscellaneous 
Dermatological Diseases 


Age, 
Disease Sex Yr. Mieromoles Hr. MI 

Systemic lupus erythematosus. F i) 1.75 
F 34 21.10 

F 34 1,07 

F 32 22.4 

Discoid lipus F 52 1.07 
F 58 0.456 

52 O88 

Pemphigus F 20 


radical mastectomy had been performed. Shortly thereafter, 
generalized muscular weakness had developed, with severe 
impairment of the mechanism of deglutition, with dysphagia, 
nasal regurgitation of food and fluids, and a nasal twang to 
her speech, Progression of the weakness had completely dis- 
abled the patient. 

On admission, the patient was bedridden and completely 
helpless; she was unable to roll over or to raise the head, arms, 
or legs from the bed. The eyelids showed a pronounced heli- 


Serum 


DERMATOMYOSITIS—DE MORAGAS ET AL. 1937 


otrope hue, and marked erythema was present over the bony 
prominences, especially on the elbows. Laboratory examina- 
tions included a urinalysis, which was normal; an erythrocyte 
count of 4,310,000 per cubic millimeter and a leukocyte 
count of 9,400 per cubic millimeter of blood; a differential 
leukocyte count, which was normal; an L.E. clot test, which 
was negative; the erythrocyte sedimentation rate (Wester- 
gren method), which was 72 mm. in the first hour; and 
electromyographic studies on deltoid, biceps, triceps, and 
quadriceps, which showed increased irritability of muscle, 
numerous fibrillation potentials at rest and motor unit poten- 
tials of small size. Retinopathy of the type found in patients 
with dermatomyositis or lupus erythematosus was present. 
Serum transaminase activity was 36.4 micromoles per hour 
per milliliter. 

The patient was hospitalized under our care for the next 
four months. Oral administration of 150 mg. of hydrocortisone 
per day in divided doses was begun. Feeding with a tube was 
required, No improvement was noticeable until after the 
second week, when the patient felt some improved muscle 
strength. Roentgen therapy was administered to the left side 
of the thorax, on the area where the radical mastectomy had 
been performed one month previously. 


| 
SO age 44 
ce 42 
& 3 
‘ al me p indard deviations | 


Daus after first determination 


Serial serum glutamic oxalacetic transaminase determina- 
tions in four patients who had dermatomyositis. 


Serum transaminase activity was measured at about two- 
week intervals, the measurements showing an initial pre- 
cipitous drop. The activity was reduced to 6.47 micromoles 
per hour per milliliter in one month, at which time the patient 
was able to sit up for the first time since admission, Two weeks 
later (six weeks after admission to the hospital), when the 
patient started to roll over in bed by herself, the transaminase 
activity had declined to 3.31 micromoles per hour per mil- 
liliter. 

Two months after admission of the patient, the serum 
transaminase level was 2.9 micromoles per hour per milliliter. 
At this time the patient had her first voluntary bowel move- 
ment, was able to stand with help for short periods of time, 
could move her arms quite freely and was able to raise her 
feet off the bed. In contrast, the sedimentation rate of erythro- 
cytes had increased up to 105 mm. in the first hour. Her third 
month of hospitalization produced little clinical change despite 
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continued cortisone therapy, additional caloric intake, and 
rehabilitation measures of physiotherapy, even though during 
this time her serum transaminase activity further decreased. 

In June, three months after her admission, the dosage of 
hydrocortisone was reduced to 100 mg. daily, and norethan- 
drolone, 10 mg. twice daily, was given orally. Within 10 days 
the patient began to swallow liquids and then puréed foods, 
which permitted discontinuation of the tubal feeding toward 
the end of June. 

In August, electromyographic studies were repeated, show- 
ing severe abnormalities compatible with myositis.” Clinically, 
the patient improved in that she was able to take care of her 
physical needs, but muscle weakness was still marked. At 
the time of her dismissal, in the middle of August, serum 
transaminase activity was within normal limits (1.13 micro- 
moles per hour per milliliter). The erythrocyte sedimentation 
rate was 49 mm. in the first hour. Signs of mild hypercorti- 
sonism, with fullness of the face and mild hirsutism, were 
present. 

Four months after admission, the patient was dismissed 
to the care of her home physician on a dosage of 75 mg. of 
hydrocortisone and 10 mg. of norethandrolone daily. One 
inonth later, word was received that the patient had died of 
an acute bleeding duodenal ulcer, which had been asympto- 
matic up to the time of hemorrhage. Autopsy was performed 
elsewhere, and the home pathologist wrote that no metastasis 
of the carcinoma of the breast was found. 


Comment 


Elevation of serum transaminase levels appears 
to be related to injury or destruction of certain tis- 
sues with release of the enzyme into the serum.” In 
acute destruction of muscle, as it occurs in myo- 
cardial infarction produced in dogs, elevation of 
serum transaminase is related to the amount of myo- 
cardium infarcted.*” In human beings who suffered 
myocardial infarction, serum transaminase returned 
to normal levels in four days in most instances.** In 
dermatomyositis, larger amounts of muscle are 
being destroyed over longer periods of time. In ac- 
cordance with these two facts, serum transaminase 
levels are higher, and the elevation persists over a 
longer period, presumably not returning to normal 
levels until destruction of muscle has been arrested. 

In this series of cases, a parallelism seemed to ex- 
ist between serum transaminase values and the con- 
dition of the patient. Consistently decreasing levels 
of serum transaminase were noted to accompany 
the clinical improvement of the patient. It is to be 
noted that these patients, at the time of testing, 
were receiving cortisone therapy. 

As is well known, other laboratory tests do not 
show such a close relationship. Determinations of 
urinary creatine and creatinine have been shown 
by Christianson and associates ' to be of question- 
able value in the diagnosis and prognosis of derma- 
tomyositis. Electromyogr hic studies are a valu- 
able aid in the diagnosis . the condition but do not 
parallel closely the clinical evolution of the process. 
Muscle biopsy gives results comparable to those of 
electromyography.’ 
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It is necessary to stress the nonspecificity of se- 
rum transaminase activity in dermatomyositis. It was 
found to be of little value in the positive diagnosis 
of the disease because it may be elevated in condi- 
tions that are considered in the differential diagno- 
sis of dermatomyositis. The two cases of systemie 
lupus erythematosus with marked elevation of se- 
rum transaminase constitute a good example. On the 
other hand, normal serum transaminase levels 
would make a diagnosis of active dermatomyositis 
quite unlikely. 


Summary 


Serum glutamic oxalacetic transaminase activity 
was studied in 17 patients with dermatomyositis. 
Abnormally high values were found in patients dur- 
ing the acute phase of the disease. Serial determina- 
tions in four patients showed a striking parallelism 
between decreasing values of transaminase activity 
and clinical improvement. Serum transaminase de- 
terminations appear to constitute a useful index of 
the clinical activity of the disease. The test is. how- 
ever, nonspecific. 
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THE USE OF ANGIOCARDIOGRAPHY AS AN AID IN THE 
DIAGNOSIS OF PULMONARY DISEASE 


Harold A. Lyons, M.D., Brooklyn, N. Y. 


In 1938 a practical method for visualizing the 
pulmonary circulation in the great blood vessels 
during life, now called angiocardiography, was in- 
troduced.’ Since this introduction, a widespread 
use of the method has been taking place in a study 
of the cardiovascular structures in health and 
disease. A detailed description of the use of contrast 
mediums for studying cardiovascular structures both 
in health and diseases has been made, and a recent 
review of their importance in various acquired and 
congenital heart and vascular lesions has been pre- 
sented.* The usefulness of angiocardiography has 
thus become established. However, its value and its 
significance in the study of pulmonary diseases has 
been neglected. 

In this paper, the recent and important uses for 
angiocardiography in the diagnosis and treatment of 
pulmonary diseases are discussed. In a presentation 
of this sort one cannot cover the entire field but can 
merely show certain illustrative cases which will 
indicate instances in which angiocardiographic 
study of the lungs will be of considerable impor- 
tance and aid in the diagnosis of pulmonary diseases. 

The method employed in our study has been that 
of Robb and Steinberg,’* with the use of 70% so- 
dium acetrizoate (Urokon sodium) as a contrast 
medium. In approximately 2,000 angiocardiograph- 
ic studies, only one death can possibly be attributed 
to the angiocardiographic procedure. The risk is 
very small in the study of pulmonary diseases as 
compared to the study of congenital cyanotic car- 
diac disease. Over 600 patients with pulmonary 
disease have been studied without a single fatality. 
In those patients who have a normal circulation 
time and an absence of congenital heart failure, the 
pulmonary circulation can be outlined at two and 
one-half seconds after injection. 

An angiocardiographic study is useful in out- 
lining the normal pulmonary arterial circulation. 
The lobar and segmental branches and their sub- 
divisions can be easily visualized (fig. 1). 


Abnormalities of Pulmonary Vessels 


Certain changes and certain appearances of the 
pulmonary vessels can be very helpful in the diag- 
nosis of a pulmonary condition. It has been my 
experience that at times a condition which was not 
suspected has been revealed by the angiocardio- 
graphic study. 
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state Medical Center, and Director of Pulmonary Disease Division II, 
Kings County Hospital Center. 


Angiocardiography, with 70% sodium 
acetrizoate as the contrast medium, has been 
carried out in more than 600 patients with 
pulmonary disease without a single fatality. 
It permits the visualization of the lobar and 
segmental branches of the pulmonary ar- 
teries and thus reveals conditions that often 
escape detection by other diagnostic meth- 
ods. Seven cases are reported illustrating 
its usefulness in distinguishing between vas- 
cular and nonvascular lesions and its im- 
portance in deciding between surgical and 
medical treatment. It is essential for the 
diagnosis of pulmonary arteriovenous fistula 
and helpful in evaluating thoracoplasties. 
The author believes that it should be more 
frequently employed in the study of pulmo- 
nary diseases. 


Cask 1.—A 37-year-old single woman had been treated for 
pulmonary tuberculosis of the left lung by pneumothorax 
for three years. She entered the hospital because of a respira- 
tory infection two years after discontinuance of pneumothorax 
therapy. Because of the appearances of the posterior-anterior 
chest films (fig. 2) she was transferred to the pulmonary 
disease division for further studies. The question of decorti- 
cation of the left lung was considered. The angiocardiographic 
study (fig. 3) shows that what was thought in the posterior- 
anterior chest film to be the left lung was actually the right 
lung which had crossed the mediastinum and was located in 
the left pleural space. The left lung was a mere nubbin, lo- 
cated in the lower left pleural space and was avascular. This 
illustrated the value of angiocardiography in demonstrating 
the true anatomic situation, and also it demonstrated its value 
in establishing an unsuspected condition, namely, the right 
lung being situated both on the right and left sides of the 
thoracic cavity. It also was helpful in showing the inadvis- 
ability of a decortication procedure in this patient. 

Case 2.—A 56-year-old man entered the hospital because 
of tever, cough, and paralysis of the vocal cords. This was 
considered to be the result of a bronchogenic carcinoma. An 
angiocardiographic study showed a pressure defect on the 
superior border of the right pulmonary artery (fig. 4). All 
other studies were negative for bronchogenic carcinoma, but 
one culture for Mycobacterium tuberculosis was positive. On 
the basis of this bacteriological finding, antituberculosis ther- 
apy was instituted. After three months of such therapy the 
symptoms subsided, there was a weight gain, and the paralysis 
of the vocal cords disappeared. A recent angiocardiographic 
study showed a lessening of the defect of the right pulmonary 
artery (fig. 5). This indicates the value of angiocardiography 
in giving evidence of a mediastinal mass producing a vascular 
compression which was not discernible by other radiographic 
techniques. It also shows the value of angiocardiography in 
indicating the efficacy and result of antituberculosis therapy, 
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or, in the case of some condition other than tuberculosis, the 
effect of a specific form of therapy. At the hospital we have a 
number of such instances in which angiocardiography has 
been of use in demonstrating the results of a particular form 
of therapy. 

Case 3.—Angiocardiographic studies of patients who have 
had a thoracoplasty are of value. An angiocardiographic study 
of the pulmonary circulation in such a patient showed a com- 
plete obliteration of the pulmonary artery on the right side 
and no vascular structure entering the right residual thoracic 
cavity. This indicated angiocardiography as being of value in 
showing the status of the pulmonary circulation to the lung 
after a thoracoplasty. The absence of any pulmonary circula- 
tion to the lung on the side operated on gives evidence of the 
adequacy of the thoracoplasty and thus aids in the evaluation 
of a thoracoplasty. 

Case 4.—A 36-year-old male veteran was admitted because 
of fever, purulent sputum, and a pneumonitis of the left upper 
lobe. The posterior-anterior chest film disclosed pneumonitis 


Fig. 1.—Posterior-anterior angiocardiograph at two seconds, 
demonstrating normal pulmonary arterial circulation. 


in the left upper lobe. Bronchoscopic examination was per- 
formed early because of the persistence of the symptoms and 
the roentgenographic abnormalities. No abnormalities were 
found. An angiocardiographic study (fig. 6) showed a dis- 
tortion and a pressure abnormally of the left main pulmonary 
artery with occlusion of the left upper lobe artery. On the 
basis of this finding an exploratory thoracotomy was per- 
formed, and a bronchial adenoma was found occluding the 
upper lobe artery. The tumor also pressed on the left main 
pulmonary artery. The neoplasm was much larger extra- 
bronchially than intrabronchially. 

This again demonstrated the value of angiocardiography 
as an aid in the diagnosis of pulmonary diseases. It further 
showed its value in the evaluation of a tumor mass which was 
present in an air-containing space, as for example the bron- 
chial lumen, which other radiologic techniques failed to visu- 
alize. Tomography in this instance was not of value in 
demonstrating the neoplasm. 
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Case 5.—A 60-year-old male had a chronic cough and some 
loss of weight. A chest film showed a markedly enlarged right 
hilar area (fig. 7). Tomographic studies also showed the 


Fig. 2 (case 1).—Posterior-anterior view of chest, demon- 
strating the fibrothorax present on the left side. 


Fig. 3 (case 1).—Posterior-anterior angiocardiographic 
study at three seconds, showing that the aerated lung in the 
left part of the chest is the right lung. Note the branches of 
the right upper pulmonary artery extending across the medi- 
astinum to the periphery of the left thoracic cavity. 


presence of an enlarged hilar area, Bronchoscopic study indi- 
cated possible widening of the carina and rigidity of the 
tracheobronchial tree, With this evidence in an elderly male 
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it was thought seriously that a bronchogenic neoplasm was 
present. Rigler’s hilar sign appeared to be present.® On 
angiocardiographic study, however, the right hilar enlarge- 


Fig. 4 (case 2).—Posterior-anterior angiocardiographic 
study at two seconds, showing pressure compression of right 
pulmonary artery and complete occlusion of upper branch. 
This was made shortly after the patient’s hospital admission. 


Fig. 5 (case 2).—Posterior-anterior two-second angiocardio- 
graphic study after three months of antituberculous therapy 
on patient. The marked recession of the defect with reestab- 
lishment of opacification of the upper branch is to be noted. 


ment proved to be enlarged pulmonary arteries (fig. 8). His 
bronchitis was treated, and the patient became well and was 
discharged. He was still well after a one-year follow-up. 


ANGIOCARDIOGRAPHY—LYONS 1941 


Angiocardiography can easily differentiate between vas- 
cular and nonvascular masses; in this instance it was definitely 
established that there were enlarged pulmonary arteries, in- 
stead of a hilar nonvascular mass. 

Case 6.—A 19-year-old storekeeper was admitted because 
of an abnormality noted in his left upper lobe in a chest 
roentgenogram. Diagnostic studies were negative, The history 
showed that he had had frequent colds associated with a 
mild febrile response. In chest films it was noted that there 
was an increased density in the second and tnird left inter- 
spaces from the hilum to the midlung zone. It was S-shaped, 
with increased radiolucency near its superior margin. Tomo- 
graphic study showed the possibility that the lesion was of 
vascular origin. One of the diagnostic possibilities was that 
the lesion was an arteriovenous fistula. The angiocardiographic 
study demonstrated that the abnormal area did not fill with 
contrast medium and was avascular. The lesion also did not 
involve the vessels, indicating that it was a benign lesion, A 
chronic inflammatory lesion was believed to be present. Re- 
section showed it to be a bronchogenic cyst. 


Fig. 6 (case 4).—Posterior-anterior angiocardiographic 
study at two and one-half seconds, showing smooth depres- 
sion of left upper lobe branch of pulmonary artery. 


This illustrates the value of angiocardiography in demon- 
strating that a lesion is avascular, Again it must be pointed 
out that tomography may be misleading in establishing wheth- 
er a lesion is avascular or vascular in nature. A pulmonary 
lesion may simulate an arteriovenous fistula. Only by angio- 
cardiography can such a lesion be definitely defined. 

Case 7.—A 22-year-old male complained of a dull ache in 
the substernal area. There were no other symptoms, and the 
physical examination was normal. Because the upper lett 
border of the cardiovascular shadow just below the aortic 
knob was considered suspicious, further radiographic exami- 
nations were considered advisable. An oblique film of the 
chest showed a density in the upper part of the mediastinum. 
An angiocardiographic examination showed an opacity of the 
abnormal shadow at the same time an opacity of the aorta 
appeared, This proved to be a fusiform aneurysmal dilatation 
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of the junction of the arch and descending aorta. Further his- 
tory revealed that this patient had been in an automobile 
accident while he was driving, one month previously. Hol- 
lingsworth * has reported a series of these “steering-wheel” 
aneurysms which result from the shearing stress placed on the 
aorta in this region, Cavising tears in the coats of the aorta and 
eventual aneurysmal dilatation. 

The angiocardiographic examination was helpful not only 
in confirming the nature of the suspicious area of density but 
also in giving an actual anatomic demonstration of the ab- 
normality as to the location, extent, and degree. This is 


Fig. 7 (case 5).—Posterior-anterior chest film, showing 
markedly abnormal right hilar area with abnormal density 
extending down along right medial lower lung field. 


another example of a definite demonstration of the diflerenti- 
ation of a vascular from a nonvascular mass, and it also shows 
the clarity and preciseness which angiocardiography may 
offer for diagnosis, 

Comment 


There are many instances when angiocardiog- 
raphy may be of much value in making a diagnosis 
or Clarifying the issues in the study of pulmonary 
diseases. It is not my intention to indicate that an- 
giocardiography is the only essential roentgenologic 
examination. [t is, however, a very important com- 
plementary procedure and may in some instances be 
the sole examination which shows the true nature 
of the abnormality. The illustrative cases mentioned 
in this article are not the only situations in which 
angiocardiography is valuable. I have omitted other 
instances of its value in order to be brief and 
concise. 

An angiocardiographic study should be performed 
in patients having mediastinal masses, first to ex- 
clude a vascular lesion’ and second to give infor- 
mation of its relation to vascular structures. The 
latter is an important factor for the thoracic surgeon 
who will operate on the patient. 
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Angiocardiography is of value in giving an esti- 
mate of whether a bronchogenic carcinoma can be 
resected. Invasion of the superior vena cava or of 
the major branches close to the hilum is a very com- 
mon finding. The occlusion of only the lobar or 
segmental branches is a more favorable sign for 
operation. There are five instances in my experience 
in which angiocardiography demonstrated the loca- 
tion of a lung cancer. This information, in con- 
junction with cytological confirmation, is very 
valuable. It is of considerable aid to the surgeon in 
planning for the operation, or it may indicate the 
futility of operation. 

The derangement of the pulmonary arterial pat- 
tern in bullous emphysema is shown by angiocardi- 
ography. Often it will reveal bullae not indicated by 
other roentgenologic techniques.” It will also give 
visual information of ventilation-perfusion ratios, 
which, although of a gross nature, will be helpful 
in therapeutic considerations of the physician, An- 
giocardiography is of value not only in giving infor- 
mation about the therapeutic effects of drugs but 
also indicates the effects of radiation or surgery. 

It is of definite value in indicating whether a 
lesion is vascular or avascular. It has been main- 
tained by others * that tomography can be useful in 
making this distinction. However, onlv angiocardi- 
ography can definitely do this. By using this tech- 
nique, one can prevent error in_ interpretation 
brought about by subjective reading of shadows. 


Fig. 8 (case 5).—Angiocardiographic study of pulmonary 
circulation, demonstrating hilar enlargement which consists 
of dilated pulmonary arteries. 


Likewise. densities of vascular consistency may very 
often not be demonstrated by these roentgenologic 
techniques, as has been demonstrated by my ex- 
perience. It is my belief, therefore, that angiocardio- 
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graphy is a very valuable technique and should be 
more frequently employed in the study of pul- 
monary diseases. 
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DIFFERENTIAL DIAGNOSIS OF DIZZINESS 


Gordon D. Hoople, M.D., Syracuse, N. Y. 


In order to comment satisfactorily about the dif- 
ferential diagnosis of dizziness, there must be agree- 
ment as to the symptom itself. True vertigo or 
dizziness implies the presence of a sense of motion 
either of the patient or his surroundings when, ac- 
tually, there is no motion of either. This need not 
be a sense of turning, though more often than not it 
is. Feelings of tilting, falling, or veering to one side 
or the other carry the implication of motion. 

Three of the systems of the body may be involved 
if dizziness is present: the labyrinthine system (the 
ears), the ocular system (the eves), and the pro- 
prioceptive system (muscle-joint). Involvement of 
the labyrinthine system is the most important of 
the three, for the ear is the true organ of balance. 
Disturbance of the eves or disturbance of the 
muscle-joint system can produce mild dizziness, but 
the symptoms produced are never as severe as 
when there is dysfunction of the labyrinthine sys- 
tem. It is helpful to remember that a patient can 
get about if one of these three systems is destroyed, 
but when two of the three no longer function, he is 
an ambulatory cripple. This is the principle involved 
in the Romberg sign; the proprioceptive system is 
not functioning, so, when the eyes are closed, two 
of the three systems necessary for maintaining one’s 
position in space are no longer functioning, and the 
patient sways or falls. Similarly, if a patient has no 
labyrinthine function and he attempts to walk in 
the dark, he staggers and falls without knowing 


Dizziness, a feeling of motion that per- 
sists when the patient and his surroundings 
are really stationary, can be caused by dis- 
orders of the proprioceptive system, the eye, 
or the ear. When the ear is involved, the 
etiology is either central or peripheral. A 
complete examination of the eighth nerve is 
mandatory. The examination of the cochlear 
division should include audiometry. Examina- 
tion of the vestibular division should include 
the various tests that elicit nystagmus. The 
causes of the dizziness may prove to be 
neoplastic, traumatic, vascular, toxic, aller- 
gic, metabolic, or functional. If the cause 
cannot be identified and removed, relief is 
sometimes obtained by administering seda- 
tives, vasodilators, or antinauseants or by 
combating edema with salt-free diets. If 
severe hydrops of the labyrinth has de- 
stroyed hearing in one ear and left a residue 
of dizziness and distorted hearing, remark- 
able relief may be afforded by surgical 
destruction of the affected ear. The plight 
of the patient with severe dizziness is such 
as to deserve the best attention of the phy- 
sician. 
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why. Disturbance of motion may be due to involve- 
ment of any one of these systems, but most fre- 
quently and most importantly it is the ear which is 
at fault. With disturbance of any of these systems, 
a sense of turning is present only when the ear (or 
its intracranial connections ) is involved. 

The differential diagnosis of dizziness caused by 
lesions of the proprioceptive or the ocular systems 
should be left to the internist, the neurologist, or 
the ophthalmologist. This presentation will confine 
itself to a discussion of vertigo when the ear is 
involved. A better understanding of such vertigo 
is enhanced if three physiological principles and 
clinical facts are kept in mind. 


Physiological Principles 


The first cardinal physiological principle to be 
remembered is that, in a normal individual, there 
is a physiological balance between the two laby- 
rinths. Impulses from the labyrinths which reach 
the brain centers are normally equal in degree and 
intensity, and there is no dizziness. When the in- 
tensity of impulses from one ear differs from that 
of the other, dizziness results. The degree of difter- 
ence between the two ears spells out the intensity 
of the resulting sensation of dizziness. If the change 
is minor, the dizziness will be slight; if it is a major 
one, the vertigo will be severe. Also, if the change 
is rapid, the vertigo will be more severe than if the 
change is slow. All this is true whether a difference 
between the two ears is caused by a lesion which 
depresses the function of one ear or by an irritating 
lesion which causes an excitation of this function. 
Either will create a difference between the two 
ears, and the difference is responsible for the sensa- 
tion of vertigo. If there is sudden total loss of func- 
tion of one labyrinth (as sometimes happens from 
skull fracture or from infection) and the other ear 
remains normal, because this represents the great- 
est difference there can be between the two ears, 
the resulting dizziness will be the most severe that 
one can suffer. 

An individual can adjust to a difference between 
the two ears if the difference remains constant for 
a sufficient period. (If there is continuing change 
there will be constant dizziness.) In the example of 
the skull fracture, mentioned above, there is violent 
dizziness at first. This gradually subsides, and in a 
matter of months the equilibrium of such a person 
is reestablished; he learns to live with one labyrinth. 
(The younger the individual the sooner this equi- 
librium is reached. A young child can acquire it in 
weeks; an elderly person will not become stable in 
much less than a vear. ) 

A second physiological observation to be kept in 
mind is the fact that responses from ear stimuli 
vary between individuals. There are hypersensitive 
individuals and hyposensitive individuals. The 
hypersensitive people are those who cannot ride 
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in an auto, a bus, or a train without some dizziness. 
These are the folks who are violently seasick when 
traveling by sea or by air. Hyposensitive individ- 
uals are rarely dizzy or sick even aboard a ship in 
a violent storm. The variation in sensitivity is con- 
siderable in the nondisease state. Thus it is that 
the hypersensitive individuals may have a notable 
reaction to a minor disorder. A hyposensitive indi- 
vidual will have a lesser reaction or none at all to 
a similar disorder. A few questions asked of a 
patient can readily establish if he is hypersensitive, 
hyposensitive, or just average. 

A third principle to be remembered is that dizzi- 
ness may have its origin in the ear (peripheral eti- 
ology) or in the central nervous system (central 
etiology ). If it can be established early in the search 
for a cause of dizziness that it is central or periph- 
eral in origin, a final diagnosis may be facilitated. 
It is obvious, then, that a differential diagnosis of 
vertigo calls for tests which will enable the examin- 
ing physician to put his finger on the cause, pe- 
ripheral or central. The following suggestions will 
help. 

Neurological Testing 


Inasmuch as intracranial lesions can cause dizzi- 
ness, it is valuable to employ some neurological 
tests in the examination of the dizzy patient. The 
status of the cranial nerves is most important. The 
examination of the function of these nerves, save 
for the second and the eighth, needs only a minute 
or so. The general physician will find it helpful to 
examine the eyegrounds of his dizzy patients. (In 
rather obvious cases of intracranial disease, it may 
be advisable to call for ophthalmological consulta- 
tion.) Motor and sensory changes elsewhere in the 
body may accompany intracranial lesions, and tests 
for the presence or absence of these changes should 
be made. 

In every case of true dizziness, a complete exam- 
ination of the eighth cranial nerve is mandatory. 
This is because the ear is the true organ of balance, 
and a complete examination of the functions of the 
ear very often will establish whether the etiology is 
central or peripheral. 

The ear, it should be recalled, has two functions, 
hearing and balance. The hearing of all patients 
who complain of vertigo should be tested audio- 
metrically. Unless this assessment shows normal 
hearing, the testing by audiometer should include 
bone conduction as well as air conduction studies. 
If there is hearing loss as well as dizziness, the 
lesion causing these symptoms is more than likely 
peripheral, i. e., in the ear. (Notable exceptions are 
acoustic neuromas certain cerebellopontile 
angle tumors.) If there is normal hearing and also 
dizziness, the lesion can be either peripheral or 
central. If, under these circumstances, the lesion is 
peripheral, the etiological pathology is never as 
severe nor as likely to be irreversible as when hear- 
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ing loss and dizziness accompany each other. In 
peripheral lesions, there may be variation between 
the degree of involvement of the hearing function 
and the balance function. Severe hearing loss can 
occur with only slight dizziness. Likewise, there 
may be severe dizziness with little or no hearing 
loss. Also, one part of the labyrinth may be more 
involved than the remainder. The possible combi- 
nations reach to infinity. A hearing loss may be 
present which is related in no way to the attack 
of dizziness (dizziness in patients with conductive 
hearing loss). The proper hearing test will point 
this out. All of the above points to the necessity 
of giving hearing tests as part of the mandatory 
examination of the ear. To omit a hearing test 
in the examination of a dizzy patient is comparable 
to omitting auscultation and x-ray when examining 
a chest. 

Examination of the vestibular or balance function 
of the ear is exceedingly important. The tests used 
elicit nystagmus. An understanding of the implica- 
tions of this sign has seemed complicated to some. 
This need not be, if certain facts are recalled. The 
intracranial pathways of the vestibular portion of 
the eighth nerve have connections in the midbrain 
with the eye muscle nuclei. If there is involvement 
of one ear (or its nerve), whether it be stimulative 
or depressive. there are unequal impulses going 
centrally from the two ears. This, in turn, causes 
the impulses to the eye muscle nuclei of the two 
sides to be unequal, and, if this inequality is suffi- 
ciently great, a movement of the eye muscles will 
result. This kind of movement of the eve is called 
vestibular or labyrinthine nystagmus. This nystag- 
mus can be spontaneous (produced by disease) or 
artificially induced (produced by clinical testing ). 

There are two types of nystagmus which are not 
related to the problem of dizziness. These are physi- 
ological nystagmus and ocular nystagmus. Physio- 
logical nystagmus is that to-and-fro movement of 
the eyes sometimes present when the patient is 
directed to gaze well to one side or the other. This 
is a natural phenomenon, well-marked in some indi- 
viduals and totally absent in others. Ocular nystag- 
mus is an oscillatory movement of the eveballs with 
a quick to-and-fro motion, both components of 
which have equal speed and duration like the oscil- 
lations of a metronome. 

Labyrinthine nystagmus is entirely different from 
physiological and ocular nystagmus. There is a to- 
and-fro motion of the eyeballs, to be sure, but 
one component is quick (of short duration) and 
the other component is slow (long duration). It 
may be present only on lateral gaze, but, if so, it 
is present on lateral gaze to one side and not to 
the other. If labyrinthine nystagmus is present, no 
matter what position the eyes take, either straight 
ahead or to one side or the other, the quick com- 
ponent will be consistently to the same side. Laby- 
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rinthine nystagmus may be in the horizontal plane, 
in the vertical plane, or it may be rotary, but what- 
ever the type, a quick and a slow component will 
be present. If the nystagmus is horizontal or rotary, 
the lesion may be in the semicircular canals and, 
therefore, peripheral. If the nystagmus is vertical, 
however, the lesion is central and usually in the 
brain stem or in the cerebellum. 

If the nystagmus is present many consecutive 
days, the lesion is central because labyrinthine nys- 
tagmus is fatigable. With sudden total loss of func- 
tion of one labyrinth, the resulting nystagmus, which 
will at first be severe, will last only a few days. 
A local peripheral lesion of an irritating character 
may cause a continuing nystagmus, but even this 
will tend to diminish and disappear. An irritative 
lesion in the labyrinth itself will cause nystagmus, 
the quick component of which will be toward the 
ipsilateral side. If this lesion increases in severity 
to the extent that there is paresis of labyrinthine 
function, the quick component of the nystagmus 
will shift to the opposite side. One can easily re- 
member to which side the quick component will 
be directed by thinking of the two labyrinths as a 
team of horses. If one whips the left horse of a team, 
the resultant pull will be the left side. However, 
if the left horse is whipped until he tires so that 
he no longer pulls his usual share, the pull will be 
on the right side. 

Labyrinthine function can be measured just as 
hearing tests can be employed, and this function 
should be measured in every dizzy patient. There 
are many methods emploved to measure labyrin- 
thine function, but only two will be mentioned here. 
One is a test for positional nystagmus, and _ the 
second is a particular type of caloric test. 

The test for positional nystagmus can be simple 
and can be performed in two or three minutes by 
any physician. The patient is placed on a table 
sitting in the erect position. With the head turned 
well toward one side, the patient is then guided 
to a supine position with the head still turned to 
the same side, and the eyes are examined for 10 
to 15 seconds to note if nystagmus appears. If it 
appears, the time of onset and the duration of the 
nystagmus are noted. The patient is then returned 
to the erect position and the eyes examined again 
to note the presence or absence of nystagmus. The 
whole procedure is repeated with the patient’s head 
turned to the opposite side and finally repeated 
once more with the head in the midline. If, on such 
testing, nystagmus appears at once and continues 
to be present, there is likelihood of a central lesion. 
There is further confirmation of a central lesion if 
the direction of the quick component of the nystag- 
mus changes sides when the head is directed to one 
side and then to the other. If the onset of nystagmus 
is delaved and soon disappears and, further, if it 
is fatigable (i. e., it lessens in strength and duration 
on repetition of the test or is finally lost ), then there 
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is a peripheral lesion present. Positional nystagmus 
can be demonstrated in relatively few patients who 
have vertigo, but, when present, is valuable diag- 
nostically. 

The second test of the function of the labyrinth 
which will be described is one of the many types 
of caloric tests. It is mentioned in preference to 
others, including that in which iced water is used, 
because (1) it is more informative, (2) its measure- 
ment of the function is more definitive, (3) the 
results are easily recorded for future reference or 
for reporting, (4) it is repeatable, and (5) it is the 
least disturbing of all tests for the patient. All these 
are valuable and desirable features. This method 
is known as the bithermal method or the Hallpike- 
Cawthorne caloric test. Each ear is douched for 
40 seconds with water at 12 F above and 12 F 
below body temperature, and the duration of the 
nystagmus which the douching produces is noted. 
This test furnishes the same stimulus to each ear 
both for the warm and the cool douching. The 
nystagmus is produced by the change of tempera- 
ture in the tested ear contrasted to the other on 
the principle that heat rises and cold descends. 
Thereby a convection current is set in motion in 
the ear tested. 

Inasmuch as this convection current has one di- 
rection after warm douching of the ear and a di- 
rectly opposite one after cool douching, the nystag- 
mus which appears has a quick component to one 
side after one temperature and a quick component 
to the opposite side after the other temperature. 
The bithermal characteristic of this test, then, fur- 
nishes four readings (two for each ear) instead of 
only two as most other caloric tests furnish, and 
these four readings are often valuable when com- 
pared to one another. The readings are written on 
a chart which is called a calorigram, and this graph 
is filed with the patient’s record. 

A decrease or an increase of the caloric response 
from one ear compared to that obtained from the 
other points to a peripheral lesion or to pathology 
which involves the intracranial pathway of the 
eighth nerve. The history, positional nystagmus, the 
hearing test, and neurological findings can confirm 
which of these two is present. 

As a result of such caloric testing, a normal cal- 
origram is obtained for about two-thirds of all 
patients who complain of vertigo. A normal test 
does not rule out dizziness, but it does signify that 
there is no irreversible pathology in the labyrinth 
and that there is no involvement of the central nerv- 
ous system in the region of the intracranial pathways 
of the eighth nerve. The situation is somewhat akin 
to electrocardiographic tracings. Patients with car- 
diac symptoms may have normal electrocardio- 
grams. It is probable that caloric tests are not 
definitive enough to demonstrate small changes in 
labyrinth physiology. The question may be asked 
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as to why a test is employed which gives findings of 
abnormalities in only one of every three attempts? 
The answer is that in the differential diagnosis of 
dizziness, while it is helpful to know that there is 
irreversible pathology in the labyrinth or in the 
brain in the region of the intracranial pathways of 
the eighth nerve, it is equally important to know 
that the condition present is reversible. 

Other responses from the bithermal caloric test 
offer valuable information in certain supratentorial 
brain tumors and in disease of the static portion of 
the labyrinth. These responses are those of direc- 
tional preponderance of nystagmus; their reactions 
are too complicated to list in detail here but should 
be mentioned. 

With the employment of this caloric test at bi- 
weekly or monthly intervals, if there is gradual but 
certain diminution of the response of one ear, it 
is obvious there is progressive disease in the laby- 
rinth or in the central nervous system. Such infor- 
mation is strong substantiative evidence of the 
presence of a brain tumor if such a tumor involves 
the intracranial pathways of the eighth nerve (even 
if only by the pressure it exerts ). 


Clinical Observations 


In addition to the physiological principles and 
neurological testing described above, certain clini- 
cal observations are important diagnostically. A 
most significant clinical observation is that sudden 
explosive or violet attacks of dizziness are almost 
always due to changes in the ear itself (a periph- 
eral lesion). Mild reactions, which are also slowly 
progressive, are more often due to changes in the 
central nervous system (a central lesion ), although 
they can be peripheral as well. 

A second clinical observation is that dizziness 
which is severe and intermittent (weeks or months 
or years between attacks) is almost always pe- 
ripheral in origin. The remissions so characteristic 
of some forms of vertigo are often attributed to 
the effect of a certain drug (a “cure”) when, as a 
matter of fact, the particular medicine used had 
nothing at all to do with the relief of symptoms. 
There is no dizziness between “attacks” if the re- 
missions are of sufficient length even though each 
additional attack produces increasing irreversible 
pathology in one labyrinth. This is because an 
individual can learn to live without experiencing 
dizziness if a difference between the two labyrinths 
is stable for a while (as mentioned under physio- 
logical principles above). Thus, during the time 
of an attack, there is dizziness because there has 
been a departure from the normal balance of the 
two ears. When the attack ceases, the dizziness 
gradually wears off, and the patient learns to live 
at this new level of difference between the two 
labyrinths. Another attack reintroduces dizziness 
because there is a new difference, but when the 
attack is over, even though there is more irreversible 
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pathology present in the diseased ear than after 
the first attack, the patient soon learns to live at 
the latest level. 

Still further clinical observations are these. Con- 
tinual daily (or almost daily) dizziness can be 
caused by an irritative lesion of one labyrinth for 
as long as the irritation is present, provided it pro- 
duces daily differences between the two ears. A 
constant minimal etiological factor can produce 
mild dizziness daily as long as it is present, while 
one sudden destructive lesion can cause total loss 
of labyrinth function with accompanying violent 
dizziness, with the vertigo disappearing after a 
reasonable time. There may be daily dizziness 
caused by a central lesion, provided there is daily 
difference between the impulses reaching the cere- 
bral centers—a factor not too common in central 
lesions. Hence, there is usually only relatively mild 
and occasional dizziness in cases of central disease. 

Most important of all is the dizziness which is 
present when there is no demonstrable ear pathol- 
ogy or central disease. This, in my opinion, is the 
most common situation encountered. How, then, 
one may well ask, can dizziness be present? There 
is no ear disease, but there is temporary altered 
labyrinthine physiology because some process else- 
where in the body is acting on the ear causing this 
altered physiological state. These are the cases 
where the usual battery of tests may have been 
made and found to be normal; vet the patient is 
dizzy. This situation may result from many causes. 
The most common of these are disturbed metab- 
olism (usually hypothyroidism), foci of infection, 
drugs, toxic conditions, allergy, and states of nerv- 
ous tension with accompanying vasospasm (this 
last is the most common of all). It is possible for 
any one of these to cause irreversible pathology in 
the ear, but very often the changes in the ear are 
only sufficient to cause temporary derangement of 
function and are thus reversible. Consequently, the 
dizziness is often moderate. 

If these facts are kept in mind, it becomes evident 
that it may be a most difficult task to actually pin- 
point (diagnose) the cause of dizziness in a given 
patient. When one contemplates the many possible 
etiological factors which may act on the ears (there 
are others in addition to those mentioned above ) 
and then realizes they may be present in combina- 
tions of two or more, the problem of differential 
diagnosis takes on added significance. In this area, 
perhaps more than in any other, doctors must be 
astute medical detectives. The reason why some 
patients continue to be dizzy after what seems to 
have been good deduction and treatment may be 
because one of these underlying causes has not been 
found and eliminated. (The means by which these 
processes elsewhere in the body act on the ear are 
debatable. Some of the ways by which the ear may 
be affected, as mentioned by many authors, are 
spasm, contraction, congestion, dilatation and block- 
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ing of vascular channels, sludging of the blood, 
altered capillary permeability, electrolytic imbal- 
ance, and toxicity with neural involvement or de- 
generation. ) 

A typical case * of the type just mentioned is that 
of a young woman who had daily dizziness. After 
examination it was decided the etiology might be 
allergic in character. An allergic survey was made, 
and the patient was found to be sensitive to sweet 
potatoes and nothing else. She ate sweet potatoes 
once or twice a year. This periodicity did not seem 
to be consistent with a suspected allergic etiology. 
However, the consulting otologist happened to be 
a stamp collector, and he knew that the mucilage 
used on postage stamps is made with sweet potato. 
The young woman’s office occupation included lick- 
ing postage stamps daily. When she was given a 
sponge to use, her dizziness disappeared. She would 
have been dizzy yet, probably, if her otologist had 
not been a philatelist. 

Tinnitus and nausea and vomiting are often ac- 
companying symptoms of dizziness. A word or two 
about them is all that is needed. Tinnitus is but 
the “cry” of the ear. It says, “I am in trouble,” but 
it is not otherwise valuable diagnostically. Why do 
nausea and vomiting often accompany dizziness? 
In the brain stem the centers for the labyrinthine 
function and the vagus are adjacent. A mild stimu- 
lus from the ear may be contained within the laby- 
rinthine center, and in such instance dizziness will 
be the only symptom which the patient will experi- 
ence. A somewhat stronger stimulus from the ear 
may cause impulses to “spill over” to the neighbor- 
ing vagus nucleus and cause nausea. A_ strong 
stimulus from the ear, causing marked spillover, 
will surely cause vomiting as well as nausea. 

An examining physician meeting a patient with 
dizziness for the first time should be sure he is 
dealing with a problem of true dizziness. Many pa- 
tients will state they are dizzy when in reality they 
are not. Lightheadedness is not really dizziness, 
yet patients who have this symptom often complain 
that they are dizzy. A good question to ask such 
a patient is this: “Do you have sensations of dizzi- 
ness when you are lying down or sitting down as 
well as when you are up and about?” A negative 
answer to this question, together with some addi- 
tional investigation such as of blood findings, blood 
pressure readings, urinalysis, and study of the 
cardiac function, may eliminate the possibility of a 
problem of vertigo. The ability to assess the true 
value in the patient’s history and to distinguish 
between dizziness and lightheadedness is one of the 
doctor's major responsibilities in the management 
of these patients. 


Some Causes of Dizziness 


Brain Tumors.—There are three types of brain 
tumors to be considered as causes of dizziness. 1. 
Cerebellopontile angle tumors, including acoustic 
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neuromas and meningiomas. Usually a marked 
hearing loss, perceptive in type, and an equally 
severe diminution of vestibular function are pres- 
ent. Spontaneous nystagmus and other neurological 
signs may be present. In the later stages there is 
almost complete loss of cochlear and vestibular 
function. 2. Supratentorial tumors. These cause no 
hearing loss. In most instances, with increased in- 
tracranial pressure, there is a disturbance of the 
vestibular function (directional preponderance ). 
Also, spontaneous nystagmus and other neurological 
signs may be present. 3. Tumors in the midbrain. 
These result in no hearing loss but in total absence 
of labyrinthine response in both ears. This is a path- 
ognomonic sign of midbrain tumor. Also there can 
possibly be vertical nystagmus and other neurologi- 
cal signs present. 

Concussion Due to Head Injury.—Often a mod- 
erate or sometimes a severe perceptive type of 
hearing loss is present, and occasionally a demon- 
strable diminution of vestibular function exists after 
a concussion due to head injury. This latter loss of 
function is often recoverable. A fracture, however, 
may cause total, irreversible loss of cochlear and 
labyrinthine function. 

Vascular Accidents (Hemorrhage or Thrombosis). 
—According to the degree of pathology present, 
there is moderate to severe loss of both of the ear’s 
functions, rarely a complete loss, after a vascular 
accident. This is one of the causes of sudden ex- 
plosive attacks of dizziness with loss of hearing, 
tinnitus, nystagmus, nausea, and vomiting. These 
losses are almost always irreversible. Cardiovascular 
disease affects the labyrinth to the degree of its 
severity, if there is ear involvement. 

Toxic Labyrinthitis or Toxic Neuronitis.—Toxic 
labyrinthitis or toxic neuronitis is due to general 
diseases such as mumps and encephalitis, to local 
infections, and to drugs. Hearing loss may or may 
not be present; violent attacks of dizziness are. 
Spontaneous nystagmus is often present. If the 
etiological factor is mild, the responses may be 
irritative and the labyrinthine function will be in- 
creased. If the toxemia is severe, there will be 
marked diminution of labyrinthine function, some 
of which will be irreversible. 

Allergy.—Allergic reactions can be confined to one 
ear. Attacks can be explosive or merely irritative. 
If they are explosive, both the cochlear and laby- 
rinthine functions can be diminished and be irre- 
versible; if they are mild and irritative, there may 
be increased labyrinthine function or no demon- 
strable change. 

Endocrine and Metabolic Disorders.—Usually, as 
a result of endocrine and metabolic disorders such 
as menopausal disorders and hypothyroidism, there 
is no hearing loss and only mild variation from 
normal labyrinthine function. The change is usually 
reversible. 
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Functional and Psychogenic Causes.—In the ma- 
jority of cases of functional and psychogenic ab- 
normalities, there is only mild symptomatology, 
both cochlear and vestibular, with no irreversible 
pathology. The exact manner in which the symp- 
toms are brought about is the subject of much 
debate. Apparently, by whatever mechanism it 
may be, there is an altered blood supply to the ear, 
and, due either to edema or anoxemia, the phy- 
siology of the ear is altered and sometimes is so 
changed that irreversible conditions come to pass. 
This, in my opinion, is the most frequent of all the 
reasons why patients are dizzy. Because other 
causes must first be ruled out, the diagnosis must 
be made with caution. The therapy is equally diffi- 
cult, for the physician cannot change the cause, 
i. e., “in-law” trouble, a financial predicament, or 
a philandering husband. It is the physician’s duty 
to point out the relationship between the cause and 
the symptoms and to show clearly that a lack of 
acceptance of a situation or of an adjustment to it 
must be paid for by continued dizziness. 

Hydrops of Labyrinth.—The etiology of hydrops 
of the labyrinth (Meniere’s syndrome ) is unknown. 
Some believe it is merely a continuation of some 
of the causes mentioned above in especially sensi- 
tive ears, while others believe it is a specific con- 
dition of an, as yet, undetermined origin, Whatever 
the cause, the picture is definitive. There are ex- 
plosive attacks of dizziness with all the accompany- 
ing signs and symptoms. Despite the use of the best 
diagnostic acumen and of all known medication, 
the attacks recur, and the hearing and vestibular 
function continue to deteriorate. The periodicity 
of the attacks may vary. They may occur daily, 
weekly, monthly, or yearly or in any combination 
of these, but the constant feature is certain con- 
tinued loss of cochlear and vestibular function 
after each attack. When the hearing in the affected 
ear arrives at the stage where it is no longer useful, 
sure relief can be given by the employment of sur- 
gery, i. e., by total destruction of the ear. This 
entirely eliminates further attacks of dizziness and 
relieves the patient of another very annoying 
symptom, distortion of hearing. The hearing in an 
ear so affected sooner or later is useless for the 
hearing of speech, for the patient hears sounds in 
that ear in a distorted manner. The relief afforded 
by the elimination of this symptom is no less re- 
markable than that enjoyed by the absence of 
dizziness. 

Therapy 

The reason therapeutic help for the vertiginous 
patient leaves much to be desired is that too fre- 
quently the cause of the patient's dizziness has not 
been established. Often there will be no need for 
therapy, once the cause has been eliminated. 


V 165 
1957 


Vol. 165, No. 15 


One of the most widely used therapeutic meas- 
ures is a low-sodium regimen, the so-called salt-free 
diet. When edema is the cause of dizziness, the use 
of a salt-free diet can give excellent results. But 
it is of little or no value in the alleviation of the 
dizziness caused by brain tumors, hemorrhage into 
the labyrinth, or a thrombosis of the artery which 
supplies blood to the labyrinth. Vasodilators ap- 
parently have some value when used where 
‘vasomotor changes have affected the ear, but they 
are certainly inappropriate for conditions not due to 
these changes. Sedation is of some value in most 
patients with dizziness, if only for relief from some 
of the invariably accompanying psychic reactions. 

Some drugs are almost specific for motion sick- 
ness, but, in my experience, when taken orally for 
the relief of vertigo, they have often been of little 
benefit. These drugs, if administered parenterally, 
can furnish relief for the acute stage of a violent, 
explosive attack. They must be administered intra- 
muscularly or intravenously to be effective. The 
vomiting which accompanies these attacks pre- 
cludes effective oral administration of any dosage. 
The principle of the drugs used is sedation, the 
result of which is diminution of the effect of the 
impulses from the labyrinth. 

It cannot be mentioned too often that dizziness 
is a symptom and not a disease. Any therapeutic 
measures directed toward relief rather than elimina- 
tion of the cause give temporary results; this is the 
explanation for many therapeutic failures. 


Summary and Conclusions 


Every physician confronted by a patient with 
dizziness should keep the following factors in mind: 
1. A carefully taken history and physical examina- 
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tion are essential. The latter should include a 
reasonable number of neurological tests. 2. A sense 
of motion must be present if a patient is really 
dizzy. 3. Three body systems—the labyrinthine, 
ocular, and proprioceptive systems—can be involved 
in causing a sensation of disturbance of position in 
space. 4. The presence or absence of spontaneous 
and positional nystagmus can have diagnostic 
value. 5. An evaluation of both the cochlear and the 
vestibular function in every patient with vertigo is 
essential. 6. Explosive dizziness with accompanying 
nystagmus, nausea, vomiting, hearing loss, and 
tinnitus almost always represents a_ peripheral 
pathological condition. 7. Intracranial causes give 
rise to gradually increasing dizziness with little or no 
periodicity in the attacks. $8. Moderate dizziness 
often is representative of pathology elsewhere in the 
body acting on the ear. Very frequently, no irrevers- 
ible pathology is present in the ears. Explosive 
attacks, on the other hand, are frequently the result 
of local pathology, some or all of which may be 
irreversible. 

The plight of the patient with dizziness need not 
be as serious as it has been in the past, if all doc- 
tors will direct their attention to etiology rather 
than therapeutics. These patients deserve, more than 
most others, the sympathetic attention of the physi- 
cian consulted. They are frightened and worried 
and carry a feeling of insecurity. Kindly reassur- 
ance, which should be more than a mere “Oh, 
vou ll be all right,” and the use of our best diagnos- 
tic acumen are their due. 
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Pernicious Anemia.—The most common and most important megaloblastic anemia occurring in 
the United States is that associated with pernicious anemia. The clinical manifestations of this 
disease are attributable to deficiency of vitamin B,». resulting from impaired absorption of the 
vitamin from the gastrointestinal tract. The primary lesion is in the stomach, which fails to se- 
cret “intrinsic factor,” a substance required for optimal absorption of vitamin By». Since the 
gastric defect is permanent and not amenable to treatment, lifelong substitution therapy is re- 
quired. It is necessary to distinguish between the disease pernicious anemia and the macrocytic 
anemia which is one of its manifestations. Some patients have symptoms such as glossitis, gas- 
trointestinal disturbances, or neurologic manifestations at a time when the blood and marrow are 
normal. Furthermore, the disease may be entirely latent, without manifestations of any kind, 
for years. It is important to establish the diagnosis early in order that adequate treatment may 
be given to prevent involvement of the nervous system. The recognition of pernicious anemia 
has often been made difficult by previous administration of various therapeutic agents con- 
taining folic acid and vitamin Bj». Pernicious anemia, if untreated, is invariably fatal. How- 
ever, there is no chronic disorder which can be more simply or more satisfactorily managed. 
Therapy is most reliably accomplished by parenteral injections of vitamin Bj». If adequate 
treatment is initiated before irreversible neurologic changes have occurred, complete recovery 
from the clinical manifestations takes place. Relapse never occurs while appropriate mainte- 
nance therapy is continued.—P. A. McIntyre, M.D., J. R. Krevans, M.D., and C. L. Conley, 
M.D., Treatment of Megaloblastic Anemias, Journal of Chronic Diseases, October, 1957. 
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AND THE STEROID HORMONES 


IN THERAPY OF ALLERGIC DISEASE 
Ralph Bookman, M.D., Beverly Hills, Calif. 


After eight vears of trial and observation it is 
time to define the position of corticotropin (ACTH ) 
and the adrenal steroids as therapeutic agents in 
allergic disease. In the earliest phases of this period 
hopes were raised that a cure for allergy had been 
found, but these hopes have not been realized. We 
must now accept these drugs as palliative agents 
which relieve symptoms without exerting any in- 
fluence upon the underlving allergic state. This pal- 
liative effect is not without a price, for we are 
employing materials which possess a capacity to do 
profound harm as well as good. In addition, they 
have a still-unfathomed depth of effect, to be re- 
garded with apprehension, upon the human body. 
My interest in and concern for this conflict of good 
and bad effects arises from my experience as an aller- 
gist. | have been disturbed by the fact that an in- 
creasing number of patients are given these drugs, 
particularly steroids, without regard to the risk in- 
volved or to the long-term considerations of the dis- 
ease process. I have also retained my belief in the et- 
fectiveness of older forms of symptomatic therapy. 
These safe and proved methods are still essential in 
spite of and often in place of corticotropin and the 
adrenal steroids. The dramatic impact of immediate 
effect has tended to obscure the classic concept of 
treatment directed at etiological factors and sup- 
ported by drugs that lack the glitter of new discovery 
but that produce the desired results. 


Effects of Corticotropin and Steroids 


In using corticotropin and the adrenal steroids it 
is necessary to realize how little we know about 
them and their influence upon allergic disease. Ap- 
parently, they have no appreciable effect at the 
antigen-antibody level of activity. Anaphylactic 
shock, the prototype of the allergic reaction, does 
not appear to be influenced by their administration.’ 
Circulating antibodies are not characteristically al- 
tered,’ although there is evidence that some effect 
does occur.’ Circulating reagins found in the allergic 
patient show no changes in titer as the result of 
these drugs,* and it has been universally observed 
that the drugs neither intensify nor diminish re- 
actions to the allergy skin test. It is generally felt 
by most workers that the effect occurs at a cellular 
level. The abnormal permeability of both small 
blood vessels and tissue cells is in some way in- 
hibited, thus preventing the exudative phenomena 
which characterize many forms of allergic disease.” 

It is obvious that there are wide gaps in our 
understanding of the mechanisms at work and we 
must continue to employ these substances on an 
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When treating allergy with corticotropin 
and the adrenal steroids, it is necessary to 
realize how little we know about them and 
the influence they have upon allergic dis- 
ease. They seem to have no appreciable 
effect at the antigen-antibody level of ac- 
tivity. It is also necessary to understand the 
dangers inherent in the drugs themselves. 
Symptoms of infection can be camouflaged 
and the infection itself can become uncon- 
trolled. A recent study indicates that pro- 
tection by tetanus antitoxin is greatly reduced 
when steroids are used and that this effect 
is due to the enhancement by steroids of 
toxin potency. One is justified in using cor- 
ticotropin or the adrenal steroids in that 
small group of patients who either do not 
respond adequately to time-honored pro- 
cedures or who develop isolated and refrac- 
tory episodes of their disease. 


empirical basis. Such dangerous empiricism has 
been compared to an iceberg.’ The clinical effects 
are clearly seen above the surface, while below, 
and hardly appreciated, lies the massive bulk of 
innumerable, and often undesirable, reactions upon 
the organism. The most important, and at the same 
time the most indistinct, of these reactions is the 
suppressive effect upon the pituitary and adrenal 
glands. This is seen not only in terms of morphologic 
atrophy at too many postmortem examinations ° but, 
even more dramatically, in frequent reports of ad- 
renal failure under such stressful conditions as 
surgery or acute infection.” Symptoms suggestive 
of adrenal failure have been reported by Henne- 
man “ as the result of too rapid withdrawal of ster- 
oid medication. Forsham '" believes that the sup- 
pressive effect I have referred to can persist for 
as long as three months after cessation of therapy. 

In addition to these effects of glandular suppres- 
sion, it is necessary to understand the dangers 
inherent in the drugs themselves. Symptoms of 
infection can be camouflaged and the infection itself 
can become uncontrolled.'' The development of 
peptic ulcer or gastrointestinal hemorrhage may be 
sudden and alarming.'* Osteoporosis with fractures, 
thrombophlebitis, and psychoses are but a few of 
the conditions which must be added to the growing 
list of indictments against these drugs. For example, 
a recent study indicates that protection by tetanus 
antitoxin is greatly reduced when steroids are used 
and that this effect is due to the enhancement by 
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steroids of toxin potency.'* Prompted by the in- 
creased reports of periarteritis nodosa in rheumatoid 
arthritis, Kemper '* recently reviewed 52 cases of 
rheumatoid arthritis in which autopsy was _per- 
formed. In 38 cases in which the patients had re- 
ceived no steroid therapy no such pathology was 
seen, whereas in 4 out of 14 cases in which patients 
had received steroids there were generalized _peri- 
arteritic lesions. In spite of such incriminating evi- 
dence, casual and diffident use of corticotropin and 
the adrenal steroids persists. It is far more desirable 
to employ them only under circumstances which 
produce the best therapeutic results along with a 
minimum risk to the patient. 


Corticotropin or Steroids Versus Other Treatment 


A tremendous mass of literature has accumulated 
in which the clinical effectiveness of the hormones 
in allergic disease is proved beyond question. Equal- 
ly accepted is the observation that these conditions 
recur when medication is stopped unless more 
specific measures are used concurrently. Those who 
neglect specific therapy fail to realize that the suc- 
cessful abortion of a severe exacerbation of asthma, 
for example, only leaves the patient with his disease 
at a tolerable level until the next acute episode. 
It is only in the self-limiting types of allergic re- 
actions such as drug or penicillin sensitivities that 
we can justify routine use of corticotropin or ster- 
oids. In these cases, therapy must be continued past 
the estimated duration of the condition. I have seen 
penicillin reactions recur several times as the result 
of inadequate dosage, and have also seen the de- 
velopment of the reactions postponed many weeks 
because of the mistaken belief that the hormones 
can prevent sensitivity reactions. Treatment should 
be begun only when the skin rash appears and 
should be continued for at least 10 days thereafter. 

With this isolated exception, there is no reason 
to depend upon these drugs for relief of symptoms 
in most cases. We have many medicaments at our 
disposal which have proved to be both effective and 
innocuous after vears of use. In bronchial asthma, 
the majority of patients will respond well to a regi- 
men of forced fluids, expectorants such as potassium 
iodide, ephedrine compounds, and the liberal use 
of injected epinephrine, which use can never be 
overemphasized,'* In severe eczema, use of epsom 
salts baths, application of bland and greasy oint- 
ments, and, particularly, the stopping of all other 
medication can effect a dramatic improvement of 
the pruritus and, consequently, of the rash.'* Use 
of nose drops, nasal packs, and antihistamines, and 
the occasional surgical removal of polyps, character- 
istically relieve most cases of acute allergic rhinitis. 
These time-honored procedures must also be supple- 
mented by specific etiological treatment if enduring 
improvement is to be provided. A carefully taken 
allergy history and an examination corroborated by 
skin testing are the sole bases for a successful long- 
range program. There always remains, however, a 
small group of patients who either do not respond 
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adequately to such a program or develop isolated 
and refractory episodes of their disease. Here, one 
is justified in using corticotropin or the adrenal 
steroids, which use, however, must be calculated to 
be provisional at best. Such treatment is invariably 
both successful and dramatic and may be lifesaving 
in some instances. It will also lessen the need for hos- 
pitalization and its consequent expense to the pa- 
tient. 


Indications for Use of Hormonal Products 


The indications for the use of hormonal products 
must be examined against a background of an entire 
allergy practice where the majority of individuals 
always have and always will respond to time-hon- 
ored formulas. Unfortunately, there is little basis 
for such comparison in most published reports, 
which customarily deal with large groups of patients 
under this tvpe of therapy. Many authors consider 
severe cases exclusively and others have treated 
large groups of people with the hormonal products 
for investigative purposes, while a few must be held 
suspect for rather indiscriminate use of these prod- 
ucts. Altogether, one is left with an unfortunate 
impression of use of these agents under broad 
rather than selective therapeutic indications. 

In order to realign our perspectives I have re- 
viewed the records of 699 consecutive patients un- 
der active treatment and supervision of our allergy 
group since Jan. 1, 1957. All of these patients have 
had a complete allergy history, physical examina- 
tion, and skin testing, and all are being treated 
specifically by desensitization and elimination of 
specific allergens. The greater majority of these pa- 
tients have improved and symptoms have been 
controlled satisfactorily with simple traditional 
measures. Some have had occasional episodes of 
severe exacerbation or protracted periods of sever- 
ity. While more urgent treatment was indicated at 
such times, we first resorted to the symptomatic 
therapy already mentioned. When such therapy 
failed and urgent measures seemed appropriate, we 
then resorted to the use of corticotropin and _ster- 
oids. This step was necessary in only 45 patients. A 
recent report by Walton '’ supports this low figure. 
He found it necessary to use steroid hormones in 
less than 10% of a large group of asthmatics. 

On the basis of past experience in addition to that 
with the 45 patients of this group, there appear to 
be two general classifications of therapeutic prob- 
lems. The more common type basically requires 
short-term therapy lasting from a week to a month, 
or two months in occasional instances. Llustrative 
of this type are individuals who have responded 
satisfactorily to specific treatment vet develop an 
isolated, acutely severe exacerbation. The prompt 
use of steroids or corticotropin will abort such an 
episode. Short-term therapy is also occasionally re- 
quired when symptoms cannot be controlled during 
preliminary investigation and the patient must be 
sustained until specific measures become effective. 
The second classification includes patients who are 
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characteristically asthmatic and, generally, over 
50 vears of age. Since their symptoms persist tena- 
ciously in spite of every effort, the long-term use 
of steroids at a minimum maintenance level restores 
them to happy, useful lives. It was necessary to 
resort to such a regimen in 9 of the group of 45 
patients treated with these agents. 


Dosage 


Before patients are given these drugs one must 
be certoin that their use is not contraindicated be- 
cause of such preexisting conditions as hypertension, 
peptic ulcer, or diabetes. When this requirement 
has been satisfied, the selected drug must be used 
in a dosage sufficient to provide immediate relief. 
Cautious or minimal dosage has no more justifica- 
tion than does the sporadic use of these materials. 

The starting drug of choice should be cortico- 
tropin. In our hands this has proved to be more 
reliable and prompt in its action than any of the 
steroids. Relief of svmptoms occurs within four to 
eight hours. The initial intramuscular dose (reposi- 
torv corticotropin injection or corticotropin—zinc 
hydroxide) should range from 40 units in the child 
to 80 units in the adult; administration should be 
repeated at 12-hour intervals in doses of from 20 
to 40 units. Although continuous intravenous drip 
of corticotropin is recommended, this method is 
inconvenient and evidence indicates that it produces 
no greater, and perhaps less, adrenal stimulation." 
Although corticotropin therapy may be supplanted 
by administration of steroids at the end of 48 to 72 
hours, there is occasional merit to its continued use. 
This applies to its use for the patient who becomes 
fearful of discontinuing medication and who is less 
likely to protest when injections are stopped than 
when a few pills are prohibited. In such cases, the 
interval between injections should be lengthened 
to 24 hours and the dose gradually reduced for 
withdrawal. This gradual reduction of frequency 
and amount is not necessary when steroids are 
added to the regimen; however, administration of 
the two medicaments should overlap for 24 hours 
to insure uninterrupted relief. 

In starting steroid therapy, the administration of 
prednisone or prednisolone is preferable to that 
of cortisone or hydrocortisone since the latter two 
drugs are more likely to cause fluid retention. 
Twenty milligrams daily in divided doses should be 
given initially and this dosage continued for two 
or three days. The amount should then be reduced 
by 2.5 to 5.0 mg. every one or two days, depending 
upon the severity of the case. As a rule, particularly 
in the treatment of isolated, acute exacerbations, 
it is possible to taper off dosage of the drug immedi- 
ately, without an extended period of maintenance 
therapy. Occasionally, symptoms recur as the 
amount is reduced, and it may be necessary to 
maintain the patient’s condition with 5 to 10 mg. 
daily for a week or two. This should not be done, 
however, without continued use of the classic 
measures already referred to. 


DISEASE—BOOKMAN J.A.M.A., Dec. 14, 1957 
Probably the most glaring oversight in steroid 
therapy is the failure to continue to push fluids in 
cases of severe asthma. | have seen patients with 
status asthmaticus who are severely dehydrated 
despite adequate doses of steriods. These will often 
recover dramatically with intravenously given fluids 
even if use of the steroids is discontinued. 
Special Cases 

Corticosteroids are rarely indicated in allergic 
rhinitis. Samter '” feels that they “have no place in 
the treatment of acute or subacute nasal conditions 
whatever their etiology.” In two adult patients who 
suffered marked exhaustion from constant nasal 
block and the sleeplessness it engendered, relief 
occurred only with the use of steroids. In eczema 
or allergic dermatitis it has been our practice to 
use oral or parenteral medication in preference to 
local applications in those patients who suffer acute 
exacerbations or fail to respond to milder forms of 
treatment. Steroid ointments have not been uni- 
formly effective enough in our hands to justify their 
expense to the patient, since there are usually con- 
siderable areas of skin involved. 

We have rarely found it necessary to use these 
drugs in children. This age group characteristically 
responds promptly to simple measures. Forty per 
cent of the 699 patients reviewed were under 16 
vears of age, and it was necessary to use hormone 
therapy for only 3 of these patients. 

Complications 

Complications, in my experience, fortunately have 
been negligible. One patient started on steroid 
therapy by another physician developed acute de- 
pression, which cleared when use of the drug was 
stopped. Another patient developed ulcer symptoms, 
which also subsided when medication was stopped. 
A third patient, who had a history of ulcer and 
who developed ulcer symptoms while on steroid 
therapy, had severe asthma; it was possible to main- 
tain his condition satisfactorily with corticotropin 
for over a vear with close supervision and coopera- 
tion of allergist and internist. Mild hirsutism, moon 
facies, and slight gain in weight were occasionally 
noted in various patients but were not considered 
sufficient indication to discontinue medication. 


Summary and Conclusions 


The use of corticotropin (ACTH) and the ad- 
renal steroids is valuable under certain conditions 
in that it integrates the palliative effects of these 
drugs into the total care of the allergic patient. 
The ideal treatment in allergy is an intelligent long- 
range program based upon careful and individual 
assessment of the particular disease process  in- 
volved. Despite the use of such a program, there 
is often a need for symptomatic relief, which usually 
can be obtained by well-known and proved formu- 
las. The use of corticotropin and the steroids in 
such a program should be restricted to the times 
when other methods fail to provide relief. Even 
with this restriction, it is necessary to realize that 
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the use of these drugs is not curative and that their 
use is not without serious risk in the hands of those 
who would abuse it. 

240 S. La Cienega Blvd. 
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CLINICAL NOTES 


TREATMENT OF CARDIAC ARREST DUE TO 
ACUTE POTASSIUM INTOXICATION 


RESTORATION OF NORMAL SINUS RHYTHM AFTER TREATMENT WITH ARTIFICIAL KIDNEY 
Wu-Hao Tu, M.D. 


and 


James E. Crockett, M.D., Kansas City, Kan. 


The recognition and treatment of acute potassium 
intoxication in acute renal failure are familiar to 
clinicians. Yet a fata! outcome with cardiac arrest 
due to a rapidly progressing potassium intoxication 
is encountered occasionally. The purpose of this 
communication is to report the sequence of events 
in a patient with acute renal failure, potassium in- 
toxication, and cardiac arrest. Prompt cardiac mas- 
sage resulted in return of normal sinus rhythm after 
4 hours and 20 minutes of dialysis with the artificial 
kidney. 

Report of a Case 

A 29-year-old man was admitted to the University of 
Kansas Medical Center on Jan. 29, 1957, for treatment with 
the artificial kidney because of severe acute uremia with 


From the Department of Medicine, University of Kansas Medical 
Center. 


potassium intoxication. The patient became anuric on the 
second postoperative day after an exploratory laparotomy at 
another hospital. The serum potassium level rapidly rose to 
8.5 mEq. per liter on the fourth postoperative day, when he 
was transferred to our hospital. An electrocardiogram taken 
when he transferred to our institution revealed late-stage 
changes of hyperpotassemia (fig. 1). Immediately on the 
patient’s arrival at the hospital a disposable twin coil arti- 
ficial kidney ' was assembled. 

While a radial artery was being exposed for cannulation, 
the patient sustained a cardiac arrest. The surgeon perform- 
ing the cut-down opened the chest and found the heart 
motionless and started massage. Artificial respiration by 
means of mouth-to-mouth breathing was given until the 
patient was intubated and given oxygen by a positive-pres- 
sure respirator. Therapy with 1,000 ml. of 10% dextrose in 
water containing 100 units regular insulin was started intra- 
venously, An electrocardiogram showed no electrical activity, 
but an electrocardiogram taken shortly after cardiac massage 
and intratracheal oxygen administration were instituted re- 
vealed triangular-shaped peaks (fig. 2). 


|| 
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About an hour after the onset of cardiac arrest, hemodialy- 
sis was started with the following potassium-free dialyzing 
solution: Na* 133, Ca** 5, Mg** 3, HCO,- 36, and Cl- 96 
mEq. per liter and glucose 0.4%. Ten per cent carbon dioxide 
in 90% oxygen was bubbled through the dialyzing solution 
at a rate of 12 liters per minute to maintain the pH at 7.4. 
At this time, neither pulse nor blood pressure were obtain- 
able. One and one-half pints (750 cc.) of donor blood from 
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Fig. 1.—Electrocardiogram on admission one-half hour be- 
fore onset of cardiac arrest. 


the artificial kidney were infused before the blood pressure 
became measurable. The artificial kidney was primed with 
the donor blood and the dialyzing unit (coils) was im- 
mersed in the dialyzing solution for approximately half an 
hour before this blood was pumped into the patient. There- 
fore, the blood was most likely very low in potassium. How- 
ever, the radial artery cannula did not deliver enough blood 
so the inferior vena cava was cannulated and blood was 
pumped from it into the artificial kidney at a rate of 
approximately 300 ml. per minute. Half an hour after the 
start of hemodialysis, there was considerable improvement 
in the electrocardiogram and occasional P waves were noted. 
The serum potassium level was reduced from an initial level 


Fig. 2.—Electrocardiogram immediately after resumption 
of cardiac activity. 


of 8.2 mEq. per liter to 6.5 mEq. per liter during the first 
80 minutes of dialysis. During this time 85 mEq. of potas- 
sium was removed. The dialyzing solution was changed once 
at the end of the second hour of dialysis. During 4 hours 
and 20 minutes of dialysis, a total of 175 mEq. of potassium 
was removed. Total heparin used during the dialysis was 
110 mg. There was considerable bleeding from the thora- 
cotomy, and therefore dialysis was discontinued until after 
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the healing of the thoracotomy. At completion of the 
dialysis, the electrocardiogram revealed normal sinus rhythm 
with peaked T waves ( fig. 3). 

The patient was mentally clear without signs and symp- 
toms of cerebral damage and remained so until he suddenly 
died of another cardiac arrest with very little warning signs 
48 hours later. The serum potassium level obtained some 
18 hours before death was 7.5 mEq. per liter. This time 
cardiac massage and artificial respiration were tried without 
success, probably due to inevitable delay in these applica- 
tions. Postmortem examination revealed malignant lymphoma 
involving lymph nodes of the abdomen, pelvis, and_peri- 
toneum with metastasis to supraperitoneal tissue of the 
bladder and mesentery. 


Comment 


Normal dogs survive cardiac arrest induced with 
potassium by the Melrose technique up to a period 
of an hour if oxygenation to organs is maintained 
by the artificial heart-lung machine.’ Potassium 
asystole is employed for elective cardiac arrest in 
open heart surgery.” Thus potassium asystole has 
been proved to be reversible. In view of the possi- 
bility that the cardiac arrest due to acute potassium 
intoxication in acute uremia may also be easily 
reversible, every effort should be made for resus- 
citation of cardiac activity with infusion of glu- 
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Fig. 3.—Electrocardiogram at completion of 4 hours and 
20 minutes of hemodialysis with artificial kidney. 


cose-insulin, sodium, and calcium to reduce the 
cardiotoxicity of the potassium and maintenance of 
circulation until hemodialysis is instituted. 

If attempts to revive cardiac activity fail, the 
circulation may be maintained either by cardiac 
massage and administration of oxygen by a positive- 
pressure respirator or by a heart-lung machine. The 
inferior vena cava is recommended rather than a 
radial artery to obtain blood flow to the artificial 
kidney from the patient who is in cardiac failure 
and has severe hypotension. The disposable twin 
coil artificial kidney can be assembled and prepared 
for dialysis in these emergencies within an hour. 

Summary 

Cardiac arrest occurred in a patient because of 
hyperpotassemia. A return to normal sinus rhythm 
was obtained by prompt cardiac massage and re- 
moval of 175 mEq. of potassium with the artificial 
kidney. 

39th and Rainbow Boulevards ( Dr. Tu). 


The artificial kidney used in this case was manufactured 
by the Travenal Laboratory, Inc., Morton Grove, IIL. 
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THE OCULOGLANDULAR FORM OF CAT-SCRATCH DISEASE 


Jesse M. Levitt, M.D., Brooklyn, N. Y. 


Uniocular granulomatous conjunctivitis with pre- 
auricular adenopathy (Parinaud’s syndrome ) is one 
manifestation of cat-scratch disease,’ differing from 
other forms in that the conjunctiva is the primary 
portal of entry of the infective agent. A positive 
skin test made with an antigen prepared from puru- 
lent glandular material or gland tissue from a 
patient with the disease is specific and essential for 
diagnosis.” 

It is well known that Parinaud’s syndrome may 
be due to various causes * and that in many cases 
subjected to the fullest investigation the etiology 
remains obscure. The three most frequent causes 
are leptotrichosis,* tularemia, and_ tuberculosis. 
Other known causes are syphilis, lymphogranuloma 
venereum, sarcoidosis, glanders, Newcastle virus 
infection, listeriosis,” and other mycotic infections 
such as sporotrichosis and rhinosporidiosis. 

Parinaud’s syndrome, as a manifestation of cat- 
scratch disease, has been reported by many in 
France since 1950.° In 1953 Van Veelen and Stibbe 
in Holland reported that they called back a patient 
who had been clinically cured of Parinaud’s syn- 
drome a few years previously and gave him a 
cat-scratch antigen test the result of which was 
positive.’ Cassady and Culbertson in the United 
States also described in 1953 four patients who 
had been cured of Parinaud’s syndrome of un- 
known origin. They were called back, and positive 
cat-scratch antigen tests were obtained in all four." 
The only other case reported in the American litera- 
ture is that of Wallace in 1954; however, a skin test 
was not performed.° 


Report of a Case 


A 34-year-old woman observed a small “lump” on the left 
side of her face in front of the ear on Oct. 15, 1956. The 
lump increased in size. On Oct. 20 she visited her physician, 
who diagnosed a “swollen gland.” On Oct. 22 the left eye 
became irritated and itchy; the upper eyelid was painful. 
She noted intermittent low-grade fever. She sought ophthal- 
mological care on Oct. 31, 16 days after onset. Her medical 
history was not significant. In the course of questioning she 


stated that for one year she had possessed a cat, which was 
healthy, tame, affectionate, and playful. It generally was to 
be found sitting in the lap of her husband or herself. There 
was no specific history of a scratch. 

Examination disclosed visible enlargement of the left 
preauricular gland (fig. 1) and palpable left submaxillary 
and cervical lymph nodes. Uncorrected visual acuity of each 
eye was 20/20. The right eye was normal in all respects. The 
left eye revealed slight ptosis, a white globe, intact cornea, 
and normal media and fundus. On eversion of the upper lid 
(fig. 2), the palpebral conjunctiva was congested and edema- 
tous, with slight adherent mucoid secretion; the retrotarsal 
conjunctiva showed small nodular elevations with one ulcera- 
tion; there was a small subconjunctival hemorrhage in the 
fornix. 


Fig. 1.—Ptosis of left eye and preauricular adenopathy. 


The patient was hospitalized at the Brooklyn Eye and Ear 
Hospital from Nov. 2 to 9. During this time the preauricular 
gland became much larger, painful, and fluctuant; the al- 
ready enlarged cervical nodes became larger; the conjuncti- 
vitis began to subside. X-rays of the paranasal sinuses, teeth, 
and chest were negative. Urinalysis was negative. The white 
blood cell count was 6,850 per cubic millimeter; with 49% 
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polymorphonuclear leukocytes, 31% lymphocytes, 7% eosin- 
ophils, 6% monocytes, 6% transitional cells, and 1% basophils. 
The red blood cell count was 3,980,000 and the hemoglobin 
level was 92°. The Wassermann test, agglutination test for 
tularemia, tuberculin test (1:1,000), Frei test, and con- 
junctival smears, scrapings, and cultures were negative. A 
biopsy of the conjunctiva showed an ulcerative-granuloma- 
tous lesion consistent with Parinaud’s conjunctivitis. No or- 
ganisms were observed in the microscopic sections. 

The patient was treated with sulfisoxazole (Gantrisin ) 
orally and locally. The conjunctiva was healed entirely by 
Nov. 15. The preauricular and cervical glands were no 
longer palpable on Dec. 15, two months after the onset. There 
were positive skin tests with cat-scratch antigen obtained 
from two different sources on Dec, 11 and 18. Control tests 
performed on her husband were negative. 


Fig. 2.—Upper lid of left eye everted, showing congestion 

and chemosis of palpebral conjunctiva with nodules and 

ulceration in retrotarsal conjunctiva. 


Comment 


The ocular manifestation of cat-scratch disease 
takes the form of the oculoglandular symptom com- 
plex (Parinaud’s syndrome). The skin antigen test 
facilitates its diagnosis. Heretofore leptotrichosis, 
tularemia, and tuberculosis have been considered 
the most frequent causes of the syndrome. Cat- 
scratch disease may prove to be an equally common 
cause. It is possible that some previously reported 
cases, especially those ascribed to mycotic infection, 
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were actually cat-scratch disease and that the 
organisms which were found were of secondary 
importance. 


515 Ocean Ave. (26). 


The cat-scratch antigen used in this study was supplied by 
Drs. Daniels and MacMurray, 1150 Connecticut Ave. N. W., 
Washington 6, D. C.; Dr. S. S. Kalter, U. S. Public Health 
Service, P. O. Box 61, Montgomery 1, Ala.; and Dr. Lawrence 
J. Kunz, Massachusetts General Hospital, Boston. 
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Kaposi's Sarcoma.—Kaposis sarcoma may affect any system of the body. Serious difficulties 
occur only when the heart, lungs or gastrointestinal tract are affected. Usually, involvement in 
other viscera causes no clinical symptoms. This neoplasm is thought to be a low-grade lympho- 
blastoma. This idea of relationship is based on clinical and histologic association of Kaposi's 
sarcoma with the lymphoblastomas more commonly than would be anticipated from the rarity 
of the conditions under consideration. This concept is strengthened by the occasional seeming 
mutation of Kaposi's sarcoma into a lymphoblastoma. The associated reticuloendothelial hyper- 
plasia in Kaposi's sarcoma is another link in the evidence of relationship.—Ervin Epstein, M.D., 
Extracutaneous Manifestations of Kaposi’s Sarcoma: A Systemic Lymphoblastoma, California 


Medicine, August, 1957. 
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TREATMENT OF POSTGASTRECTOMY DUMPING SYNDROME 
BY HYPNOTIC SUGGESTION 


PRELIMINARY REPORT 


Arnold §S. Leonard, M.D., Minneapolis, Aaron As, Papermaster, D.D.S., Fargo, N. D. 


and 


Owen H. Wangensteen, M.D., Minneapolis 


Causal agents of the postgastrectomy dumping 
syndrome are not well understood. Ordinarily char- 
acterized by a number of symptoms, including epi- 


gastric distress, sweating, palpitation, diarrhea, 
nausea, anorexia, syncope, weakness, and food 


dyscrasias, the disorder or symptom complex is in 
need of a penetrating analysis of its origin. Although 
numerous observers have offered evidence that the 
syndrome has an organic basis,' there are still facets 
of the problem which suggest the presence of a 
concomitant important psvchogenic overlay as well. 
Actually, such factors may be the initiating or 
exaggerating mechanism in many patients. With 
this consideration in mind, we have used hypnotic 
suggestion in the treatment of six patients suffering 
from symptoms which characterize the dumping 
syndrome. The results have been encouraging 
enough to appear to justify a preliminary report. 

Several investigations have shown a correlation 
between personality type and the incidence of 
dumping in ulcer patients after gastrectomy. 
Culmer, in 1948, in this clinic, demonstrated by 
psychometric testing a correlation between per- 
sonality pattern and postgastrectomy disability. 
Harvey, St. John, and Volk,’ in 1953, have shown 
that 80% of patients developing symptoms of dump- 
ing after operation had a disproportionate degree 
of psychological problems preoperatively. Adlers- 
berg and Hammerschlag ' have shown psychiatric 
stigma to be increased above normal in their group 
of patients with this disability. 

Although symptoms of dumping occur commonly 
after gastrectomy, vet only a small percentage of 
patients who have undergone gastrectomy are in- 
capacitated by this symptom complex, and_ this 
number occurs with unpredictable regularity. Thirty 
to fifty per cent of all patients with duodenal ulcer 
treated by extensive gastric resection develop symp- 
toms characteristic of the dumping syndrome. How- 
ever, Rauch’ observed that, of 702 patients studied 
in this clinic, in approximately 2% only are the 
symptoms persistent to the degree that the patient 
is disabled. The majority continue to improve short- 
ly after operation. Failure to follow the general 
pattern of steady decline of these side-effects of 
gastrectomy suggests, too, that psychogenic factors 


From the Department of Surgery, University of Minnesota (Drs. 
Leonard and Wangensteen ). 


may be involved in the genesis of the incapacitating 
disability which is seen so frequently directly after 
operation. 

Suggested Treatments 


Many forms of therapy have been invoked to 
thwart this unwelcome array of symptoms pre- 
sented by patients after extensive gastric resection. 
Dietary manipulation, with smaller, more frequent 
meals and iso-osmotic feedings, has been found to 
ameliorate the distress of many patients.” Various 
forms of drug treatment have been tried, including 
parasympathetic inhibitors, topical anesthetics, and 
sympathetic stimuli. Operative procedures also 
have been suggested and used.’ Yet, few of these 
procedures or therapeutic expedients have con- 
sistently or effectively relieved the dumping syn- 
drome. 

The unpredictability of occurrence of the symp- 
tom complex of dumping attending gastrectomy; 
the aggravation of symptoms by stress; the failure 
of drug, dietary, or surgical therapy to alleviate this 
symptom complex; and the evidence of psycholog- 
ical aberrations in affected patients suggested that 
hypnotic therapy might be of value in the manage- 
ment of the dumping syndrome. Our experience is 
admittedly a very limited one. Yet, the response to 
this form of treatment has been so superior to that 
observed in this same group of patients by all other 
forms of therapy, we are persuaded that this in- 
quiry warrants continued study. 


The Current Study 


Patients with persistent, incapacitating postpran- 
dial symptoms of long standing after an earlier 
gastric resection for duodenal ulcer were chosen 
for study. Such patients are hospitalized for three 
days for evaluation and examination to rule out re- 
current ulcer or other organic disease. The history 
is carefully evaluated as to stress factors and food 
association in relation to the occurrence of the 
symptoms of dumping. Overnight aspiration of 
gastric juice is carried out to determine gastric 
acidity and peptic activity, with and without use 
of stimulants of gastric secretion. Radiographic 
studies, including fluoroscopic examination of the 
upper gastrointestinal tract and estimation of gastric 
emptying time and pouch size, have been carried 
out regularly. 
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Patients frequently complain that ingestion of 
milk precipitates their train of symptoms. Studies 
were undertaken to determine whether intragastric 
administration of several types of milk solutions 
and hypertonic or hypotonic glucose solutions, al- 
lowed to run into the stomach through a Murphy 


Hypnotic suggestion employed as group therapy for pa- 
tients with dumping syndrome. 


drip apparatus in such a manner that the patient 
was unable to determine the nature of the admin- 
istered solution, would provoke the patient's com- 
plaint. Of four patients in this study complaining 
of milk intolerance, all four exhibited reactions to 
the intragastric drip of a 25% hypertonic glucose 
solution, but there was little or no reaction to milk 
products similarly dripped into the stomach in the 
same manner. 
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an interval of time determined by the individual's 
response. These treatments last 10 to 15 minutes 
and are at first given weekly; as improvement con- 
tinues, the interval between the treatments has 
been increased. 

Results 


Thus far, only six patients have been evaluated 
and treated by hypnotic suggestion. Studies of 
gastric secretion in these patients indicated that 
values for peptic activity were very low; gastric 
hypoacidity or achlorhydria were the usual find- 
ings. Radiographic studies were not remarkable in 
any patient, and pouch size and gastric emptying 
times were similar to those of a large series of pa- 
tients who had undergone gastrectomy. In no in- 
stance was a recurrent ulcer demonstrated. Yet, in 
each of these six patients, postprandial symptoms of 
dumping were persistent and incapacitating to a 
severe degree. 

In the table is a brief résumé of the progress of 
each patient treated. Although all of these patients 
were incapacitated for work or had a precarious 
family situation because of symptoms of dumping, 
there has been return to gainful employment or 
improvement in the home situation in each case. 
After the first treatment, all patients were improved 
and the symptoms noticeably were less in evidence. 
Progressive rehabilitation has followed. Usually, 
something akin to complete relief was apparent 
after three to five treatments. Improved ability to 
eat is apparent in that in each instance there has 
been a significant weight gain. 


Preliminary Results of Hypnotic Suggestion in Treatment of Postgastrectomy Dumping Syndrome 


(use Marital 
No. Ave Sex Status Pretreatinent Evaluation 
1 52 M Unmarried 75% wastrie reseetion in 190: postprandial pain, 


palpitation, nausea, and intermittent emesis: 


Treat- Period of 
ments, Observa- 
No. tion, Mo. 


Post-treatment Evaluation 
Responded after initial treatment: dist ress im 
proved; nearly complete relief after five treat: 


unable to work: weight loss: first treatment 9 56 ments: &-lb. weight gain; aiekdie employed 

2 Ho F Widow 7H) wastrie resection in 1950; ovumtens of milk i) 7 Responded atter initial treatment: drinks milk 
distress, heart palpitation, smothering feeling without distress: nearly symptom, free after four 
und sweating: weight loss: first treatment 9 56 treatments: 3-lb. weight gain 


3 31 F Married 75% wastrie resection in 1955: symptoms of epigas- 7 6 Responded after initial treatment; symptom-free 
tric distress, sweating, and pi ilpitation: near after four treatments; 2-lb, weight gain: home 
divorce; first treatment 10°56 lite considerably improved 

4 » M Unmarried 75% yastrie resection in 1955: symptoms of milk 6 D Responded after initial treatment: no milk dys- 
dyserasia, sweating, palpitation, and epigastric erasia: syinptom-tree after four treatments: 


distress: weight loss: unable to work: first 


treatment 11 56 
52 F Married 


79°) gastric resection in 1955: milk dyserasia, 


ing, palpitation, weakness, barbiturate use, 


anorexia: first treatment 10 56 
32 Married 79% wastrie reseetion in 1? 


Clasia: weight loss: first treatment 1 


: distress, pain, 
ation, sweating, milk product divs- 


flush. 7 dhe 
and except on day menstrual period should oceur 


3-lb. weight gain: now employed 

Responded after initial treatment: symptom-free 
once a month: milk dyserasia disappeared: 
no barbiturate use 


First response after initial treatment: roe to 
drink milk for the first time in five vee 
3 » gain 


After completion of the diagnostic studies to 
evaluate psychogenic factors and rule out recurrent 
ulcer, the patients were hypnotized and suggestive 
therapy was carried out by one of us ( A. A. P.) who 
has had considerable experience with hypnotic sug- 
gestion in dental surgery. The initial treatment 
usually requires 20 to 30 minutes of suggestion. 
Therapy is then repeated on an outpatient basis for 


Comment 


Although this project was initiated without any 
definite idea as to how much improvement could 
be expected, we have been very favorably im- 
pressed with these preliminary results. The ob- 
served improvement, beyond that attending more 
conventional modes of therapy, suggests definitely 
that the psychological element must play an impor- 
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tant role in the genesis and persistence of some of 
the symptoms of the dumping syndrome. The 
follow-up period in these patients has been short. 
The decision as to whether lasting improvement 
and permanent relief from the symptoms will be 
achieved by this means of treatment must await 
longer periods of observation and more experience. 
We have now begun to include group treatment as 
a supplement to individual hypnosis after initial 
improvement is apparent. This plan, if effective, 
would lessen the labor and multiply the benefits to 
a number of patients who have these symptoms in 
a lesser degree. 
Summary 


Six patients, incapacitated by the postgastrectomy 
dumping syndrome, have been treated by hypnotic 
suggestion. Considerable improvement and rehabili- 
tation was observed in each instance. It would ap- 
pear that psychological factors play an important 
role in the genesis of the dumping syndrome and 
that this symptom complex can be influenced fav- 
orably through the agency of hypnotic suggestion. 


Addendum 


A total of 16 patients with incapacitating dump- 
ing syndrome following gastric resection have now 
been treated by hypnotic suggestion with complete 
or nearly complete relief in each case. The patients 
shown in the figure are undergoing group therapy. 
These patients had been subjected individually to 
hypnotic suggestion on several occasions before 
the group hypnotic suggestion plan was carried 
out. It appears to be a very suitable and helpful 
device. 

Hypnotic suggestion also has been employed re- 
cently with complete success in the management 
of a patient with persistent “phantom-limb” pain. 
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We are planning to employ this device in bizarre 
types of pain unresponsive to conventional modes 
of therapy. We expect also to explore its use in 
facilitating weight reduction in uncooperative obese 
patients. 

412 Delaware St. S. E. (14) (Dr. Wangensteen). 


This study received support from a United States Public 
Health Service grant, the Austen S. and Anne R. Cargill 
Fund, the Jay and Rose Phillips Fund, and the Arthur and 
Stella Sanford Fund. 
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Pernicious Anemia: A Changing Picture.—The clinical picture of pernicious anaemia is very 
different to-day from that seen prior to the introduction of liver therapy. This difference is 
due to the fact that as a consequence of the improved facilities for early diagnosis and treat- 
ment which are now available the degree of anaemia in patients seeking medical advice at 
the present time is much less than was the case fifty years ago. Hence it is not surprising 
that certain clinical features which were held to be of particular diagnostic importance in 
the pre-liver era—namely, jaundice, splenomegaly, acute glossitis, diarrhoea, and subacute 
combined degeneration of the cord—were present in less than 10% of the patients with per- 
nicious anaemia investigated in the Blood Clinic in Edinburgh during the past ten years. Ac- 
cordingly, undue emphasis on such features in textbooks of medicine and in lectures is to be 
deprecated, since it will hinder rather than help early diagnosis. It is essential to tell under- 
graduate and postgraduate students that there are no pathognomonic symptoms or signs 
which will establish the diagnosis of pernicious anaemia; that tiredness, breathlessness, 
paraesthesiae, and chronic atrophic glossitis are presenting features which occur frequently 
in other types of anaemia and in particular in cases of iron-deficiency anaemia; and that diag- 
nosis must be based on accurate blood examination, supplemented sometimes by special 
methods of investigation.—S. Davidson, M.D., Clinical Picture of Pernicious Anaemia Prior to 
Introduction of Liver Therapy in 1926 and in Edinburgh Subsequent to 1944, British Medi- 
cal Journal, Feb. 2, 1957. 
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DRUG-INDUCED PEPTIC ULCER 


N THE WAKE of the recent rapid in- 

crease in chemotherapeutic agents of all 

kinds has come a profusion of undesirable 

side-effects. Among the most distressing 
of these are peptic ulcer and gastric bleeding. 
Kirsner,’ in a well-documented study of this prob- 
lem, calls attention to the importance of identifying 
ulcerogenic drugs so that when such drugs must be 
given appropriate precautions can be taken. Hista- 
mine, sometimes given to patients with multiple 
sclerosis or aural vertigo, stimulates gastric secre- 
tion. After repeated injections of histamine ulcers 
have been found to occur in experimental animals 
and in man. The ulcerogenic action of histamine is 
heightened when it is combined with caffeine. Re- 
currence or exacerbation of symptoms in patients 
with peptic ulcer has often been ascribed to exces- 
sive coffee drinking, but caffeine-containing drugs 
have not been incriminated. 

Ulcers with hemorrhage or perforation may oc- 
cur after surgical sympathectomy. This is due to 
vagally stimulated gastric hypersecretion. Such 
adrenergic blocking agents as tolazoline stimulate 
hypersecretion. Peptic ulcers frequently occur in 
patients taking hydralazine with or without hexa- 
methonium. Another type of ulcerogenic drug is 
cinchophen. As with many other ulcerogenic drugs, 
ulcers occur only after uncommonly large doses 
are taken. These ulcers heal spontaneously when 
the drug is withdrawn, but the healing is facili- 
tated by giving the patient antacids, pectin, vita- 
min D, and diethylstilbestrol. The ulcerogenic 
effect of cinchophen is also increased by combina- 
tion with histamine. Since better preparations are 
now available for the treatment of gout, this drug 
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is now rarely used. Aspirin has been alleged to 
cause gastric or duodenal bleeding and, especially 
in patients with ulcer, perforation. Rapidly disinte- 
grating tablets are less irritating to the gastric 
mucosa than slowly disintegrating tablets, but 
ulcers may develop even when salicylates are given 
parenterally. Spontaneous healing occurs when the 
drug is withdrawn. Phenylbutazone stimulates gas- 
tric secretion. When given by mouth or parenterally 
for arthritis it may be followed by ulceration with 
bleeding or perforation. Reserpine also stimulates 
gastric secretion, especially if given parenterally, 
but if it is taken by mouth in doses of not over 
1 mg. a day there is virtually no danger. 

In the case of the adrenal steroids the picture is 
less clear. If patients with a history of peptic ulcer 
take corticotropin, cortisone, hydrocortisone, pred- 
nisone, prednisolone, or related products, this may 
be followed by a recurrence of the ulcer with 
bleeding or perforation. In interpreting these find- 
ings account must be taken of the possibility that 
patients with untreated rheumatoid arthritis have 
a higher than average incidence of peptic ulcer. 
The difficulty of getting accurate estimates of the 
incidence of peptic ulcer in groups of untreated 
patients and those treated with various drugs and 
the relative slowness with which an ulcer may 
develop further complicate the problem. Careful 
history reveals that some ulcers at first thought to 
have been induced by steroid therapy existed be- 
fore such therapy was started. Another variable 
factor in any group of patients in whom ulcers are 
found is the amount of emotional tension to which 
they have been subjected. If gastric hemorrhage 
occurs after the patient has taken one or two tab- 
lets of a steroid preparation, the bleeding could 
hardly have been the result of the medication, Many 
patients taking steroids and developing ulcers have 
been found to have been taking other more defi- 
nitely ulcerogenic drugs. Kirsner concludes that the 
concept that steroids favor the development. of 
ulcers is plausible but that the supporting evidence 
is, as yet, not conclusive. 

One fact that has emerged from the study of this 
subject is that many patients with a definite history 
of peptic ulcer have taken these so-called ulcero- 
genic drugs without recurrence of their ulcers, and 
some of those with a presumed drug-induced ulcer 
were able after therapy to resume taking the in- 
criminated drug without recurrence of the ulcer. 
Patients with rheumatoid arthritis are the most 
vulnerable because, in addition to their possibly 
having an increased susceptibility to peptic ulcer, 
so many of the drugs used in their treatment appear 
to be ulcerogenic. Any patient whose condition 
strongly calls for treatment with an ulcerogenic 
drug should be closely observed. Of the utmost 
importance in such patients is prescription of a 
bland diet, antacids, and anticholinergic drugs. 


1. Kirsner, J. B.: Drug-Induced Peptic Uleer, Ann. Int. Med. 47: 
666-699 (Oct.) 1957. 
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ORGANIZATION SECTION 


A. M. A. MENTAL HEALTH SESSION 


Psychiatry and its relation to industry, community 
hospitals, general practitioners, and voluntary 
health insurance plans highlighted an A. M. A.- 
sponsored conference of 102 representatives from 
40 state medical associations in Chicago, Nov, 22 
and 23. This fourth annual meeting of the Council 
on Mental Health set a new attendance record. 

At a dinner meeting, Dr. Frank E. Hartung, asso- 
ciate professor of sociology at Wayne State Uni- 
versity in Detroit, told the conferees that “all 
available evidence indicates that the death penalty 
is no deterrent to murder.” He also said that women 
have “a wide range of homicide open to them with- 
out fear of execution,” that minors are “by and 
large” free from the death sentence, and that be- 
cause murder defendants in lower income classes 
generally cannot afford to hire good legal counsel, 
they stand a greater chance of receiving capital 
punishment than do others. 


Mental Health in Industry 


The conference group on mental health in in- 
dustry, led by the Council chairman, Dr. Leo H. 
Bartemeier, reported that psychiatry has a much 
greater contribution to make to industry than the 
mere improvement or maintenance of mental health 
in employees. “It can help improve inter-personal 
relations within the company, morale and general 
productivity, as well as relations between the com- 
pany and the public,” according to the report. 
Members of this group also expressed the view that 
executive health examinations should not be pro- 
grams in themselves, but rather only part of a 
broader plan as outlined in the A. M. A.’s recent 
“Scope, Objectives and Functions of Occupational 
Health Programs.” 

A warning was sounded against too rigid control 
of individuals in industry whereby executives in 
particular, their wives, “and even their children 
are required to follow a pattern which has come 
to be known as that of the organization man.” 
Group members agreed that, except where an em- 
ployer's interest dictates otherwise, physical exam- 
inations for employees at all levels should be 
voluntary rather than compulsory. Evidence was 
cited to indicate that executives are by no means 
so frail as some lay reports would indicate, “nor 
so given to succumbing under the so-called stresses 
of their positions as some would have us believe.” 

In a discussion of alcoholism in industry, the 
consensus seemed to be that unions are concerning 
themselves with this problem “out of a genuine de- 


SS 


sire to help alcoholic employees, and not leave them 
at the mercy of the unenlightened attitude pres- 
ently prevalent in management circles that results 
in the summary discharge of alcoholic employees 
rather than in the helping of them with their 
problem.” 


Psychiatrists and Local Hospitals 


Alcoholism also figured in discussions of the 
group exploring relationships of the psychiatrist in 
private practice to the general hospital in his com- 
munity. Members agreed that the alcoholic should 
be allowed admission to a general hospital. It also 
was the general opinion that more psychiatric fa- 
cilities in general hospitals will be available “in the 
near future” as the result of recent advances in 
over-all care of the psychiatric patient. 

At this session, presided over by Dr. Hamilton 
Ford, considerable discussion revolved around the 
relationship of the psychiatrist to other members 
of the medical staff. One reason advanced for poor 
relationship was lack of proper communications. 
This was thought to be due in part to “the dichot- 
omy that has existed in the past between the psy- 
chiatric unit and the rest of the general hospital, 
not only in regard to physical structure but even in 
vocabulary.” It was suggested that psychiatrists 
“verbally communicate” with referring doctors 
personally or by phone. “The psychiatrist in private 
practice,’ members of this group agreed, “has the 
responsibilitv of raising the level of medical prac- 
tices and services within the walls of the general 
hospital: so’ that it becomes truly general.” 


General Practitioners, Insurance Plans 


Communications breakdown also concerned 
members of a group conferring on the role of the 
general practitioner in relation to a specific psy- 
chiatric case. In that discussion, led by Dr. Francis 
M. Forster, psychiatrists came in for some censure 
in their “failure to explore the ordinary avenues of 
communications used by other physicians who 
meet in parking lots, hospital corridors, over lunch 
tables and at county medical society meetings.” 
Conferees expressed the hope that psychiatrists 
“would and could be encouraged to rejoin more 
traditional medical ranks where appropriate.” This 
panel included general physicians, psychiatrists, 
pediatricians, and a_ proctologist. Members also 
repeatedly made the point that “the role of the 
general physician is to do whatever he can med- 
ically, regardless of the special discipline involved, 
including psychiatry.” 
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1962 COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


The conference group on voluntary health in- 
surance plans for the psychiatric patient, led by 
Dr. Hugh T. Carmichael, reported: “Although 
many members were of the opinion that practically 
all insurance or insurance-like plans discriminated 
against diseases of a nervous or mental category, it 
was refreshing to hear of several instances where 
plans and programs had provided benefits for these 
disorders on a broader scope than was generally 
realized.” Members suggested that psychiatrists co- 
operate with underwriters in “refining definitions” 
of mental and nervous disease categories so that 
insurance and related programs might encompass 
these conditions in coverage to the same extent as 
other disease groups. 


NEW A. M. A. EXHIBITS 


The A. M. A. Bureau of Exhibits announces a 
number of major plans for 1958. A new exhibit 
entitled “How We Breathe” will be ready for book- 
ings after Jan. 1, 1958. This exhibit will present 
a three-dimensional model of the organs involved 
in breathing—the nose, pharynx. larynx, bronchial 
tubes, and lungs. Other features include actual pre- 
served human lungs, a unit to demonstrate the 
mechanism of breathing and the part played by 
the diaphragm and rib cage, and a section show- 
ing the exchange of oxygen from the lungs to the 
blood and carbon dioxide from the blood to the 
lungs. 

Two other exhibits also are well along in the 
planning stages for next year. They include the 
brain and nervous system, featuring a human 
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brain embedded in plastic, and the endocrine sys- 
tem. Finally, small editions of the popular “Life 
Begins” exhibit are being built. As this type of 
exhibit is lightweight, it should prove attractive 
to medical societies far away from Chicago. 


1957 SURVEY OF COUNTY 
MEDICAL SOCIETIES 


Replies to questionnaires sent to county medi- 
cal societies have been tabulated and published 
in booklet form by the A. M. A. Council on Medi- 
cal Service. The booklet, entitled “1957 Nation- 
wide Survey on County Medical Society Activi- 
ties,” contains information on types of county medi- 
cal society programs (such as emergency call sys- 
tems or grievance committees), fee schedules, life 
insurance, and attendance at meetings and dues. 
Copies will be sent to all county and state medical 
societies. Additional copies may be secured from 
the Council. 


FILM SHIPMENTS 


Ralph P. Creer, A. M. A. Director of Motion Pic- 
tures and Medical Television, reports that more 
than 500 film shipments were made from the motion 
picture library during the month of October. This 
is the first month since the beginning of the library 
that the number of films distributed to the medical 
profession has exceeded 500. With the increased 
use of films by medical schools, medical societies, 
and hospitals, it appears that 1957 will be a record- 
breaking year tor the A. M. A. film library. 


COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


FIFTY-FOURTH ANNUAL CONGRESS ON 
MEDICAL EDUCATION AND LICENSURE 


Palmer House, Chicago 
Feb. 8-11, 1958 


Sponsors: Council on Medical Education and Hospitals of 
the American Medical Association 
Advisory Board for Medical Specialties 
Federation of State Medical Boards of the United States 


PRELIMINARY PROGRAM 


Saturday, Feb. 8, 8:30 a.m. 

Federation of State Medical Boards—Second Examination 
Institute on Anatomy, Pathology, Surgery, and Bac- 
teriology 

Sunday, Feb. 9, 9 a.m. 

Council on Medical Education and Hospitals Program on 

Challenge to Medical Education—Focus on Future Needs 


FIRST PLENARY SESSION 


9— 9:15 Purpose of this Conference 
Lectanp S, MeKrrrrick, Chairman, Council 
on Medical Education and Hospitals 
9:15— 9:30 Responsibility of American Medicine in Plan- 
ning for the Future 
Davin B. ALLMAN, President, American Medi- 
cal Association 
9:30—10 Challenges of the Changing Order 
THeovore O. YNremMa, Vice-President, Ford 
Motor Company 
10—10:30 Population Characteristics and Trends, Impli- 
cations for Medical Education 
Duprey Kirk, Demographic Director, Popu- 
lation Council, Inc., New York 
10:30—11 Changing Characteristics of Society and Their 
Implications to Medical Education 
W. Bronk, President, Rockefeller 
Institute for Medical Research 
Intermission 


V 16: 
1957 
_ | 


Vol. 165, No. 15 


11:15—11:45 Changing Characteristics of Our Economy and 
‘Implications to Medical Education 
MEYER KESTNBAUM, President, Hart Schaffner 
& Marx 


11:45—12:15 Changing Dimensions of Medical Knowledge 
and Their Implications for Medical Education, 
Research, and Practice 
Hucu H. Hussey, Jr., Professor of Medicine, 
Georgetown University 
Member of Board of Trustees, American Med- 
ical Association 
Workshop-Conferences: Following this First Plenary Ses- 
sion the major areas of population, society, economy, and 
medical knowledge will be further considered by four closed 
workshop-conference groups during Sunday afternoon and 
evening. Distinguished representatives of medicine, higher 
education, business and industry, labor, agriculture, insur- 
ance, sociology, and political science, as well as medical edu- 
cation, will constitute these groups. The workshop-conference 
groups will be requested to assist in identifying those ques- 
tions to which answers should be found to place future 
planning for medical education on as sound a basis as possi- 
ble. The considerations of these groups will be presented at 
the Second Plenary Session of the Congress on the afternoon 
of Feb. 10. 
Sunday, Feb. 9, 2 p.m. 
Open Meeting, Federation of State Medical Boards of 
the United States 
Business Meeting, Advisory Board for Medical Specialties 
Monday, Feb. 10, 9 a.m. 
Conference on Problems in Specialty Training Resulting 
from the Changing Status of Patients 
Co-sponsored by: Council on Medical Education and 
Hospitals, Advisory Board for Medical Specialties 
9— 9:30 Problems Created in Undergraduate Medical 
Education 
Warp Darvey, Executive Director, 
Association of American Medical Colleges 
9:30—11:30 Problems in Specialty Training 
(a) Presentation of Problems (Gradual dis- 
appearance of ward patients, prepaid in- 
surance, etc. ) 
T. Srewarr Hamittron, Executive Di- 
rector, Hartford Hospital, Hartford, Conn. 
(b) Meeting the Problem 
(1) In Surgery and Surgical Specialties 
Haro.p A. Clinical Profes- 
sor of Surgery, Columbia University, 
College of Physicians and Surgeons 
(2) In Medicine and Medical Specialties 
Rosperr H. Professor of 
Medicine, University of Washington 
(3) In Pediatrics 
Rospert Lawson, Professor of Pedi- 
atrics, University of Miami 
In Obstetrics 
ALLAN C. BarNgs, Professor of Ob- 
stetrics, Western Reserve University 
(c) Discussion 
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11:30—12 The Community Hospital in Graduate Medical 
Education 

ALEXANDER Burcess, Director of Medical Ed- 
ucation, Newport Hospital, Newport, R. I. 
Monday, Feb. 10, 2 p.m. 


Future Needs in Medical Education 
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SECOND PLENARY SESSION 


Reports of Workshop Groups on Health Planning Implica- 
tions of: 
(a) Population Trends 
(b) A Changing Society 
(c) Characteristics of Our Economy 
(d) Trends in Medical Education and 
Practice 
Open Discussion 
6:30 p.m. Annual Dinner of The Federation of 
State Medical Boards of the United States 
and the Walter L. Bierring Lecture 
Tuesday, Feb. 11, 9 a.m. 
Program of The Federation of State Medical Boards of the 
United States 


It is important to refer to the Annual Congress on Medi- 
cal Education and Licensure when writing to the Palmer 
House for a reservation. A block of rooms has been set aside 
for guests attending the Congress. 


SURVEY OF POSTDOCTORAL FELLOWSHIPS 
BY THE NATIONAL ACADEMY OF SCIENCES 
-NATIONAL RESEARCH COUNCIL 


The Division of Medical Sciences of the National 
Research Council of the National Academy of Sci- 
ences is currently engaged in a survey of the post- 
doctoral fellowships through the medium of a series 
of questionnaires. The general background and ob- 
jectives of this study are outlined in the following 
statement from Dr. Arthur S. Cain Jr., addressed 
to the Council on Medical Education and Hospitals. 
The Council wishes to encourage the cooperation 
of all individuals, particularly interns and residents, 
who receive these questionnaire forms and sincere- 
ly hopes that maximum returns will be made avail- 
able to the Division of Medical Sciences of the 
National Research Council. 


Epwarp L. Turner, M.D., Secretary. 


In the April 7, 1920, issue of THE JouRNAL, there 
appeared a report by the Division of Medical 
Sciences of the National Academy of Sciences—Na- 
tional Research Council, documenting the existing 
dearth of medical scientists bent on academic 
careers. The report caught the attention of the 
young and vigorous Rockefeller Foundation, and, 
as a result, the Academy—Research Council estab- 
lished its fellowships in the medical sciences, with 
the encouragement and financial support of the 
foundation. Those fellowships have endured for 
35 years, and have served as the model for most 
of the research fellowships in the medical sciences 
available today. 


, 


1964 COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


From time to time, as the best interests of medi- 
cine dictated, these National Research fellowships 
were altered to meet the pressing needs of the day. 
For 25 years, they represented almost the only 
postdoctoral fellowships available to those prepar- 
ing for careers in academic medicine and research. 
Finally, after World War II, this pilot experiment 
received impetus, as government and private agen- 
cies joined in large numbers the effort to improve 
the supply and quality of young medical scientists. 

Recognizing that its objectives have not been 
fully realized, but that their achievement may be in 
sight, the Academy—Research Council, looking to 
the future, has set about to examine the present 
situation regarding personnel support in the medi- 
cal sciences. The John and Mary R. Markle 
Foundation, with characteristic interest and genero- 
sity, has undertaken the financial support of a 
comprehensive survey. This is designed to measure 
the impact of present personnel-support programs 
on the medical schools, medical education, and the 
scientists themselves. Consideration will also be 
given to those aspects of the research-support pro- 
grams that bear directly upon the development of 
medical scientists. In his proposal to the Markle 
Foundation, inviting support for this survey, Prof. 
R. Keith Cannan, chairman of the division of 
medical sciences of the Academy—Research Council, 
posed these questions: 

.. . Is the total national program in balance? Are the 
needs at the predoctoral, postdoctoral and more senior lev- 
els being proportionately met? Is the market approaching 
saturation at one or another level? Are the rules and regula- 
tions of each type of grant in the best interest of the men 
receiving the grants and of the institutions in which they 
work? In brief, is the national effort one that is calculated 
over the long range to strengthen the institutions in whose 
hands lies the future health of the medical science of the 
nation? ... 

One aspect of the situation giving concern to many lead- 
ers in academic medicine is the threat of a developing im- 
balance between the teaching and research functions of 
academic institutions. If our best young scientists are to 
be encouraged to devote themselves exclusively to research, 
who will teach and inspire their successors? The traditional 
concept of a university as a community of scholars might 
be in some jeopardy if an increasing body of scientists found 
it convenient to lodge in academic halls but looked outside 
their schools for guidance and support. The schools would 
then be in danger of becoming holding corporations for 
activities over which they exerted little control. It is true 
that it is not so much the fellowship programs as the system 
of nationally awarded grants-in-aid of research projects that 
disturbs the traditional academic forms. On the other hand, 
these two forms of support of science are so much a part 
of a total pattern that their effects on academic institutions 
cannot be evaluated separately. . . . 

To answer these questions, to provide a sound 
basis for future planning, and to meet its scientific 
advisory responsibilities as a nongovernmental 
agency operating under congressional charter and 
presidential directive, the Academy—Research 
Council launched its survey in November, 1956. 
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Applications for fellowships submitted to the 
major fellowship-awarding agencies for a sample 
period have been abstracted for study. The chair- 
men of all major departments of every United 
States medical school have been consulted by 
questionnaire. Their reports provide details on the 
background of departmental staff members, fellows, 
and personnel supported under research grants; 
faculty transitions within the departments over the 
past 20 years; and other pertinent information in- 
volving faculty. Special attention is being given to 
future faculty requirements of the medical schools 
in terms of education and experience, as may be 
indicated by the changes presently occurring in 
medical education. Comprehensive questionnaires 
have been sent to all medical scientists who have 
held fellowships from the major agencies since 
World War II, as well as to present fellows. Also 
being consulted are the interns and residents who 
will belong to the clinical faculties of the future. 
The cooperation of these groups has been gratify- 
ing. The objective comments and suggestions ac- 
companying their returning questionnaires are 
proving valuable. 

Responsibility for the survey is in the hands of 
the members of the Medical Fellowship Board and 
its staff, as follows: Drs. Sam L. Clark, Vanderbilt 
University, Chairman; A. Clifford Barger, Harvard 
University; John M. Buchanan, Massachusetts Insti- 
tute of Technology; E. A. Doisy, St. Louis Univer- 
sity; Robert H. Ebert, Western Reserve University; 
Ludwig W. Eichna, New York University; Irving 
M. London, Albert Einstein College of Medicine; 
Clayton G. Loosli, University of Chicago; Robert 
F. Pitts, Cornell University; Jonathan E. Rhoads, 
University of Pennsylvania; Cecil J. Watson, Uni- 
versity of Minnesota; Arthur S. Cain Jr., Director 
of the Survey, NAS-NRC; and Mrs. Lois G. Bowen, 
Professional Assistant, NAS-NRC. 

The Board expects to make a preliminary report 
early in 1958 and its final report a few months 
later. 


GUIDE FOR SURGICAL RESIDENCIES 


The Conference Committee on Graduate Train- 
ing in Surgery, representing the American Board 
of Surgery, the American College of Surgeons, and 
the Council on Medical Education and Hospitals 
of the American Medical Association, has prepared 
a booklet entitled “Guide Book for Residency Pro- 
grams in General Surgery.” This publication, which 
has been approved by the participating organiza- 
tions, is expected to be available for distribution 
in the near future. Those interested may secure 
copies on application to the Secretary, Conference 
Committee on Graduate Training in Surgery, 535 
N. Dearborn St., Chicago 10. 
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PREPARATION FOR RETIREMENT IS A MUST 


Elizabeth Breckinridge, Chicago 


This is the 11th of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series 


will be published in booklet form. 


The medical profession, as well as the rest of 
modern America, faces a new educational task 
today—learning and teaching how to make the most 
of the years following the achievement of maturity. 
In the last decade those devoting major attention to 
gerontology have been impressed by multiple indi- 
cations that this new educational need has de- 
veloped to the point where it is imperative that it 
receive additional consideration both by organiza- 
tions and by individuals. So far, serious work on 
this subject has been carried primarily by a few 
universities, by a scattering of far-sighted profes- 
sional people (including doctors), and by a small 
group of progressive industries. In addition, several 
organizations, notably the National Committee on 
the Aging of the National Social Welfare Assembly, 
have significantly stimulated the collection, diges- 
tion, and dissemination of relevant material. Never- 
theless, these efforts do not yet even approach the 
dimensions of a satisfactory program for our older 
people. 

The educational programs which have been con- 
ducted to date are conventionally labeled “prepara- 
tion for retirement,” but the process might more 
accurately be called “education for reoccupation,” 
since the continuation of healthy functioning (so- 
cial, emotional, and physical) is the goal we are 
trying to achieve. However—we refer to the process 
under discussion—the physician has more than one 
direct relationship to the subject. Indeed, perhaps 
no other professional person has as many. 


The Physician’s Interest 


What is the nature of the physician’s relationships 
to the problem of preparation for retirement? 

First, the physician is in a great measure respon- 
sible for creating the problem. By effectively post- 
poning death, he has given the average American 
an extension of time between the end of working life 
and the cessation of life itself. 


Supervisor, Services for Aging, Illinois Public Aid Commission. 

Members of Committee on Aging are Drs. H. B. Mulholland, Chair- 
man, Charlottesville, Va.; Edward L. Bortz, Philadelphia; Henry A. 
Holle, Austin, Texas; Wingate M. Johnson, Winston-Salem, N. C.; 
Theodore G. Klumpp, New York; Frederick C. Swartz, Lansing, Mich.; 
and Cecil Wittson, Omaha. Committee Staff: Mr. George W. Cooley, 
Secretary, and Mr. Herbert B. Norton, Research Assistant. 


Second, the family physician, and increasingly 
the physician in a clinic setting, if he accepts the 
concept that the doctor's job is to treat “the whole 
man, is peculiarly well situated to perform the 
following important functions: (1) evaluation of 
the appropriate moment when preparation for re- 
tirement should explicitly be undertaken by his 
patient; (2) introduction of the subject in an ac- 
ceptable fashion; (3) instruction of the patient in 
the components of preparation for retirement inso- 
far as they relate to health and medical care, and 
(4) referring the patient to reputable sources for 
such nonmedical information as is essential if the 
physical and mental health of the patient is to be 
maximized as he ages. 

Third, the physician is finding that, as time goes 
on, a larger proportion of his practice consists of 
older persons. There are several reasons for this. 
Some of the increase is due to the elimination or 
reduction of illnesses among children and young 
adults since 1900, but much of the increase is trace- 
able to the survival of more patients into the older 
age group. Effective treatment of the older patient 
depends not only on purely medical competence 
(including expertise in more complicated diagnostic 
problems and up-to-date knowledge of the poten- 
tialities of modern rehabilitation as it applies to the 
aged) but also on an awareness of the emotional, 
social, and financial hazards that so often affect the 
total situation of the older patient and have an 
important bearing on his readiness and ability to 
seek and respond to treatment. 

Fourth, the physician himself is not immune to 
the need for preparation for retirement, even though 
he is less likely to be forced into compulsory retire- 
ment from his occupation than most workers. While 
it is almost a platitude to mention that “physician, 
heal thyself” is a mandate insufficiently observed, 
nevertheless, it must be noted that a substantial 
proportion of physicians also face the necessity of 
slowing down or of abandoning certain aspects of 
their practice as they grow older. Furthermore, 
studies of different occupational groups have shown 
that, because of their love of their profession, physi- 
cians, more than other types of workers, are inclined 
to postpone retirement as long as possible.’ 
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This paper proposes to outline the subjects that 
have been found to be desirable in retirement 
preparation programs and to comment on those 
aspects in which the doctor can appropriately play 
a constructive part. 


What Preparation Should Include 


Significantly, certain far-sighted corporations, 
such as General Motors and Standard Oil of New 
Jersey, pioneered in developing programs to pre- 
pare their emplovees for life after retirement. Such 
companies realized not only the value of maintain- 
ing the physical and mental health of older em- 
plovees but also the desirabilitv of assisting them to 
continue a satisfving existence after their normal 
occupations have been removed from their daily 
pattern of activities. Consequently, industrial phy- 
sicians were involved in health maintenance and 
preparation for retirement programs relatively early 
in their development. 

Although some companies believed that these 
programs would be required only for nonexecutive 
personnel, the majority concluded that executives 
would also benefit from them, Experience showed 
that many hazards of unplanned retirement. ac- 
companied retirement on ample income. 

While industry was becoming increasingly con- 
cerned with this topic, similar interest developed 
in certain educational and welfare organizations, 
and in a number of communities cooperative pro- 
grams were established by companies and educa- 
tional and welfare agencies. In most of these the 
doctor played a leading role in planning and ad- 
ministering the program. 

Today, after about 10 vears of experience with 
retirement preparation, the subjects requiring con- 
sideration have been fairly well delineated. Whether 
preparations for retirement programs are presented 
in group discussions or classes or on an individual 
basis, the following areas are generally regarded as 
basic: (a) financing retirement—anticipatory budg- 
et planning and consideration of income supple- 
ments; (b) health—the worker's strengths and 
weaknesses and his family’s health situation as they 
affect finances, housing, place of residence, activi- 
ties, and family relationships; (c) activities—a sub- 
stitute for the job, activities the worker can afford, 
and replacements for former friends; (d) living 
arrangements—desirable or necessary changes; (e ) 
family relationships—changes in patterns of family 
life in retirement and the role of children or de- 
pendents. 

Financing Retirement.—Although individual phy- 
sicians have varying concepts as to their roles in 
discussing with patients the nonmedical factors in 
their personal lives, the family physician, thanks to 
his well-established relationship with family mem- 
bers, is in a particularly good position to raise the 
question of joint, realistic planning program be- 
tween husband and wife regarding the financing of 
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postretirement years. He can either refer his patient 
to community agencies that can assist with budget 
planning or perhaps can suggest various helpful 
publications. 

He may even wish, himself, to point out some of 
the questions requiring an answer. For example, 
does Mr. Jones know exactly what his monthly in- 
come is going to be after retirement? How much 
regular income is assured from Social Security, 
from Mr. Jones employer's pension plan, and from 
annuities, dividends, and other investments? If Mr. 
Jones dies, how much will his widow draw from 
these sources? 

There are other questions that can be called to 
Mr. Jones’ attention. What is his reserve capital, in- 
cluding real estate, savings, stocks and bonds, and 
any other holdings that can be converted into cash? 
Once assets are analyzed, Mr. Jones should be en- 
couraged to look clearly at current expenditures and 
hov, they will be modified once his regular occupa- 
tion has ceased. If prospective expenditures exceed 
anticipated income, how can expenses be reduced? 
Can assets be reorganized to yield additional in- 
come? Will some recreational or social activities 
simply be too expensive for the retirement budget? 

A growing number of couples facing retirement 
actually test their financial plans for the future by 
trving to live on retirement budgets ahead of time. 
Certainly no test could be better, and Mrs. Jones 
should know that one of the serious problems re- 
ported by retired husbands is the wife who persists 
in maintaining her accustomed level of expenditures 
after her husband’s income is reduced. These con- 
siderations obviously indicate the advantages of 
preparation for retirement becoming a joint project 
between husband and wife. This is a point that the 
family doctor can emphasize more effectively than 
can many other people with whom Mr. Jones has a 
relationship. 

Another question the Joneses should discuss well 
ahead of time is the financing of possibly increased 
medical expenditures. Unfortunately, industrial 
group health insurance plans often do not provide 
coverage for employees after retirement and many 
plans cannot be continued by a retired employee's 
widow. Therefore, if cash reserves do not appear 
reasonably adequate to cover major medical ex- 
penditures in the future, and if health insurance 
coverage will be inadequate, the possibility of pur- 
chasing additional insurance should be explored as 
early as possible. Even though this may seem ex- 
pensive, if it can be fitted into the retirement budget 
such an investment is a small price to pay to remove 
apprehension lest illness wipe out financial reserves. 
As people live longer and longer, this threat is loom- 
ing larger and larger for all couples in retirement. 
Without adequate planning of this kind, the fear 
of capital depletion too often serves as a deterrent 
to medical consultation when it is needed. 
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Closely related to the subject of financial planning 
is one essential that frequently is overlooked, 
namely, the desirability of Mr. and Mrs. Jones each 
having an up-to-date will, with each thoroughly 
understanding the contents of these documents. 

Consideration of the financial aspects of retire- 
ment usually leads to other discussions. If the 
Joneses wish to cut expenditures, they may consider 
the advisability of moving, either to a smaller home 
or to another community. They may reconsider 
relationships with their children. They may find 
that one or both would like or would need to supple- 
ment retirement income by working, perhaps on a 
part-time basis. Since experience has shown that 
illness and inflation are the two great disrupters of 
retirement plans, it is my personal conviction that 
both man and wife should equip themselves to do 
some kind of work, whether or not they ever wish 
or need to enter a second occupation. However, 
realism must be emphasized in preparing for a 
reserve occupation. 

Health.—Since Tue JourNnaAt has published many 
excellent articles on the maintenance of health in 
later years, it is unnecessary here to repeat what 
others have already competently outlined with re- 
gard to the physician’s responsibility for an aging 
patient. However, the mobility of the American 
population and the growth of specialized medical 
care have in many cases weakened or disrupted the 
traditional family doctor-patient relationship. This 
is reflected over and over again in courses of prep- 
aration for retirement during the question periods 
following medical lectures. At such times, questions 
from the audience highlight certain topics which 
apparently have not received adequate considera- 
tion in the doctor’s office. The need for greater 
emphasis on these subjects has been confirmed by 
physicians with a special interest in geriatrics. 

First in importance is the need for periodic and 
comprehensive health examinations, followed by a 
thoughtful interpretation of the patient's current 
and anticipated physical condition. Along with this 
could well go a discussion of the nature of the aging 
process with particular attention to nutrition and 
to biological changes. Questions from older people 
too frequently reveal unnecessary and unfounded 
fears with respect to biological changes in later life 
that could easily have been dissipated by an under- 
standing physician. 

A second area insufficiently understood is that of 
rehabilitation, including in this not only physical 
medicine but also internal medicine and psychiatric 
care. Here again, further discussion in this paper is 
unnecessary because of the recent articles published 
in THE JouRNAL. Nevertheless, it must be reiterated 
that current medical practice has not yet incorpo- 
rated the knowledge now available to restore older 
people to their maximum potential of self-care. 
Medical records are still too frequently marred by 
such careless and inaccurate diagnoses as “senility 
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and debility.” This attitude, of course, is responsible 
for the nationwide shortage of beds available for 
geriatric rehabilitation, as well as for the thousands 
of old people misplaced in nursing homes and 
mental hospitals. The person approaching retirement 
should be made aware of the restorative treatment 
now available for many disabling illnesses. 

Activities.—After considering finances, employ- 
ment, and health, probably the next most important 
topic in preparation for retirement is the develop- 
ment of activities that can be a satisfying substitute 
for the job. This discussion should take into account 
possible physical and financial limitations. No lei- 
sure-time plan should be based entirely on the as- 
sumption of vigor and physical fitness until the end 
of life. If there have been indications that specific 
disabilities may develop, such as loss of sight or 
hearing or cardiac impairment or arthritis, the pa- 
tient should be led to find and cultivate proficiency 
in pursuits that will be interesting even under the 
most restrictive circumstances. 

Since we now know that the learning ability of 
older people is far greater than has been popularly 
supposed, motivation is all important, and the phy- 
sician who knows his patient can strengthen this in 
many ways. Furthermore, Mr. and Mrs. Jones should 
be advised to seek some recreation that is shared 
with persons not connected with Mr. Jones’ normal 
work in any way. While every couple should have 
friends of varying ages, postretirement life is less 
than happy if Mr. Jones’ retirement finds all his 
friends still at work. 

Finally, the retirement counselor and the physi- 
cian, in discussing stimulating activities for retire- 
ment, must be constantly aware that few generaliza- 
tions are valid for older people. Mr. Jones will not 
only remain an individual, he may even appear to 
become more individualistic as the years go by, and 
his individual combination of characteristics must 
serve as the foundation on which to build his new 
life after retirement. One man’s square dance is an- 
other man’s torture! 

Living Arrangements and Family Relationships.— 
When the doctor has a long-standing relationship 
with the total family group, he can be especially 
helpful in relation to retirement living arrangements 
and family relationships. Many couples begin re- 
tirement with an extensive trip or with a decisive 
move to another community, perhaps to Florida or 
California. The abandonment of one’s home and 
the establishment of a new home in a new com- 
munity should probably never be undertaken with- 
out a pretest of the experience. Locations under 
consideration as retirement homes should be thor- 
oughly investigated and visited extensively before 
the final step is taken, and the physician's counsel 
should be sought regarding the adequacy of health 
programs in the new community and the appropriat- 
ness of the community in relation to the physical 
condition of those retiring. Also, if the retiring 
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couple plans to move to a new home in their present 
community, the architectural features of this home 
should be evaluated in the light of the prospective 
physical condition of the potential occupants. As an 
obvious example, a ranch-type home is clearly more 
suitable for a cardiac or arthritic patient than a two- 
story house with steep stairs. 

Similarly, with respect to family relationships, the 
doctor can be a tactful interpreter between the 
generations. This is particularly true if there is a 
question of parents living with children or vice 
versa. 

Conclusions 


There has been ample evidence that programs of 
preparation for retirement serve to improve the 
quality of living for older people. The factual infor- 
mation they convey helps ward off many mistakes 
in budget planning and living arrangements and 
assists in creating an intelligent attitude toward 
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personal health maintenance. Finally, the actual 
process of looking clearly at the future usually is of 
great psychological value in reducing the appre- 
hension and uncertainty about old age that haunts 
so many people. 

With the present and impending impact of a 
larger old age group on so many phases of Ameri- 
can life, including its impact on medical care, it is 
folly not to work vigorously for the extension of 
these programs. In their conduct, the doctor can 
assume varying degrees of leadership, but it is 
essential that he cooperate wholeheartedly with the 
other organizations and professions in this un- 
paralleled educational crusade. 
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REPORT ON NARCOTIC ADDICTION 


The following article is the third of three parts of the report on narcotic addiction developed 
by the Council on Mental Health in conjunction with its Committee on Narcotic Addiction on 
request of the Board of Trustees of the American Medical Association, who, after some prelim- 
inary study, had specifically referred the matter to this Council for examination. 

The report represents a continuing study of the problem over a period of two and one-half 
years, during which time meetings were held by the Council and its Committee on Narcotic 
Addiction with experts in the field representing the federal government agencies responsible for 
narcotic control, police officials concerned with the problem, representatives of the New York 
Academy of Medicine who have given considerable thought and time to the study of this prob- 
lem, a specifically interested member of the American Bar Association, and interested physicians 
in private practice. 

The general feeling of the Council members, as expressed in the report, has been that nar- 
cotic addiction should be viewed, much more than it has been in the past, as an illness and that 
there should be a progressive movement in the direction of treating addiction medically rather 
than punitively. It is pointed out in the report that the problem of narcotic addiction in Great 
Britain is considerably less, percentagewise, than it is in the United States and the associated 
fact that in Great Britain the approach to the narcotic addict is a much more medically orien- 
tated one. : 

This report was first presented to the Board of Trustees at the midwinter meeting in Novem- 
ber, 1956, in Seattle, and subsequently referred to the House of Delegates and its Reference 
Committee on Hygiene, Public Health, and Industrial Health at the Annual Meeting of the 
Association in New York City in June, 1957. On the recommendation of the Reference Commit- 
tee, the report was adopted at that time by the House of Delegates. 


Ricuarp J. M.D., Secretary. 


Comment 
Data available on the clinics which operated be- 
tween 1919 and 1923 are not sufficiently objective 
to be of any value in reaching a decision on the 
resolution submitted by Dr. Eggston and Dr. Berg- 


er, or on the plan devised by the New York Academy 
of Medicine. While it is certain that abuses did 
occur in these clinics, they may have been due to 
lack of the safeguards which are prominent features 
of the current proposals. 
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One fact that seems to have been neglected or 
forgotten is that the medical profession played a 
major, and probably a decisive, role in closing the 
clinics. Furthermore, the American Medical Associ- 
ation seems directly responsible for the Treasury 
Department issuing the regulation which prohibits 
administration of opiates to addicts for maintenance 
of addiction. The reasons for such firm action by 
the American Medical Association are somewhat 
obscured by time but, judging from medical writ- 
ings of the day, it was due largely to indignation 
about the activities of these unscrupulous practi- 
tioners who may have exploited addicts for profit. 

The resolution adopted by the House of Dele- 
gates in 1924, which condemns any system of treat- 
ment that places opiates in the hands of addicts for 
self-administration, has never been repealed or 
modified and, therefore, is still the official policy 
of the American Medical Association. The portion 
of the plan of the New York Academy of Medicine 
which proposes to issue one or two days’ supply of 
narcotics to addicts violates this policy. Approval 
of the New York Academy’s plan by the Association 
would require repeal or modification of the resolu- 
tion of 1924 by the Board of Trustees or the House 
of Delegates. The Eggston-Berger resolution has a 
clause recommending prevention of self-administra- 
tion and, therefore, could theoretically be approved 
without modification of the older policy. It is un- 
clear, however, just how self-administration of opi- 
ates could be prevented. Drs. Eggston and Berger 
propose the use of “depot” morphine, but to our 
knowledge no such preparation is currently avail- 
able. The development and assessment of such a 
drug, if possible at all, would require a considerable 
period of time. If the Association did approve a 
proposal to legitimize dispensing of opiates to ad- 
dicts, changes in federal, state, and local laws would 
be necessary before the plan could be put into oper- 
ation. It seems very unlikely that such changes can 
be effected without a marked shift in public opin- 
ion. The best evidence indicates that, in terms of 
over-all trend, addiction has declined steadily since 
the passage of the narcotic laws. It reached an all- 
time low during World War II, after which an 
increase occurred. The low point during the war 
occurred at a time when practically all smuggling 
of narcotics had ceased. It is doubtful that there are 
more than 60,000 addicts in the United States at 
present. The burden of proof would be on anyone 
who claims that there are more. Addiction in per- 
sons under 2] accounts for only 13% of known 
addicts; moreover, adolescent addiction is nothing 
new. Addiction, therefore, is not nearly as large a 
problem as alcoholism. The reasons for the decline 
in addiction cannot be ascertained exactly. It may 
have been due to a decline in “medical” addiction 
due to the development of more definitive methods 
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of treatment of chronic painful conditions, improved 
social conditions, enforcement of the law, or to a 
combination of these factors. 

Sociological factors seem to be of great import- 
ance. Addiction in the United States involves, at 
this time, chiefly, minority groups. The most im- 
portant foci of addiction are found in areas of large 
cities in which housing is poor, structure of families 
are unstable, and economic opportunities are lim- 
ited. These areas have not only high addiction rates 
but also high rates of alcoholism, delinquency, 
crime, and mental disease. A purely medical ap- 
proach to addiction may, therefore, not be sufficient 
for a complete solution of the problem. 

A very intensive study of arguments for and 
against legalization of dispensing narcotics to ad- 
dicts has been made. It was found that any decision 
taken would have to be based in large part on opin- 
ions rather than on firmly established facts. Pro- 
ponents of the clinic plans are convinced that they 
would eliminate the illicit traffic and would gradu- 
ally eliminate addiction. Opponents of the clinics 
are equally convinced that such plans would not 
eliminate the illicit traffic and that they might 
spread addiction. We have been impressed by recent 
epidemiologic studies, all of which agreed that 
active proselyting by drug peddlers plays a very 
small role in spreading addiction. Addiction, rather, 
spreads from person to person, with drugs being 
supplied to the neophyte by an addict friend as a 
friendly gesture. We cannot see why the emotion- 
ally unstable persons, who constitute such a large 
proportion of addicts, would be less likely to share 
drugs legally obtained through a clinic than they 
would drugs illegally obtained from peddlers. In 
addition, the clinic plans all provide strict controls 
for the amount of drugs supplied the addict. We 
do not believe that we could expect immature, 
hedonistic persons, who constitute such a large 
proportion of addicts, to be satisfied with such an 
arrangement. 

In the Council's opinion, diversion of some ot 
the narcotics supplied by clinics to persons who 
were not clients of the clinic would be certain to 
occur, and, in addition, a proportion of clients of 
the clinic would patronize the illicit market, with 
resultant continued conflict with the law. We also 
find that a proportion of addicts—the only question 
is how great that proportion is—have antisocial rec- 
ords antedating addiction. We do not believe that 
supplying drugs to such persons would cause them 
to discontinue all their antisocial behavior. The 
Council has no definite information indicating that 
a significant degree of psychotherapeutic success 
could or could not be obtained with addicts while 
they are still receiving drugs. The addict uses 
drugs as a method of chemical adaptation to his 
emotional problems. He is satisfied with this type 
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of adjustment and is very resistant to discontinuing 
it. He frequently denies that he has any emotional 
problems and that the use of drugs is harmful. 

For these reasons, the Council does not feel that 
the American Medical Association should approve 
proposals for establishment of clinics which would 
dispense drugs to addicts at this time. 

In making this recommenation, the Council real- 
izes that it is based partly on opinion and partly 
on fact. The Council, therefore, gave some consider- 
ation to the possibility of devising a limited experi- 
ment which would test directly the hypothesis that 
clinics would eliminate the illicit traffic and reduce 
addition. Such an experiment might seem the logical 
way to settle the matter. There are ethical objec- 
tions to such an experiment. Also, such an experi- 
ment could not be carried out within the framework 
of existing laws and regulations. In addition, the 
Council feels the problem is very complex and that it 
would be very difficult to design a valid experiment 
which was limited in extent. On the other hand, 
a full-scale trial of the clinic system for a number 
of vears in the entire country would carry a possible 
risk of increasing the addiction problem. 

The Council also found that consideration of 
addiction in other countries was of little help in 
reaching a decision for the United States. Sociologi- 
cal differences in various countries are too great 
to make a solution which is adequate for one coun- 
trv applicable to another. 

The present approach to the problem of addiction 
is based largely on protecting society from the 
spread of addiction; and on attempting to cure the 
individual addict in an institutional setting first. 
This method is based in part on the idea that addic- 
tion, like contagious disease, spreads from addict to 
addict. The procedures used in attempting to mini- 
mize addiction include systems of control of opiate 
drugs designed to limit them to “proper” medical 
and scientific use, and measures designed to prevent 
the individual addict from spreading addiction by 
incarcerating him by action taken in criminal courts. 
This approach is claimed to be comparable to pub- 
lic health measures designed to control communi- 
cable disease. The other method—treatment of the 
individual—is, of course, the traditional approach of 
clinical medicine. Insofar as this approach is in- 
volved, the current discussion on clinics can be 
reduced to the desirability and feasibility of treating 
the addict as a total person while in an extramural 
setting, withdrawing drugs at such time and rate as 
would be determined for each individual case, or 
of maintaining him on an appropriate amount of 
drugs if it is determined he cannot be successfully 
cured of his addiction. 

Some discussion of the present methods of deal- 
ing with the problem seems desirable. The laws 
which implement the first method are based on the 
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idea that opiate addiction is a harmful thing. The 
Council, while agreeing that addiction is undesir- 
able, is convinced that it is not nearly as evil as 
the public and the law enforcement officers believe. 
Opiate addiction does not cause the degree of dam- 
age to physical health that other intoxications toler- 
ated by our society can cause. There is no evidence 
that opiate addiction per se causes moral degenera- 
tion. Opiates do not incite persons to commit violent 
crimes which they would not commit without the 
drug. Though the drug can be and is used to allay 
anxiety consequent to commission of some criminal 
acts, and in this sense is valuable to certain crim- 
inals, it is no more effective in this respect than are 
other drugs tolerated by our society. The fact that 
some criminals use opiates is not evidence that the 
drug caused the criminality. In view of these con- 
siderations, the Council feels that laws in the 
United States dealing with providing more severe 
penalties for violations involving heroin are not 
warranted on scientific grounds. 

The Council believes that penalties for illegal 
possession of narcotics should be greatly modified. 
Addicted persons should be permitted to seek treat- 
ment voluntarily either in the hands of private phy- 
sicians or in institutions. Laws governing treatment 
of such patients in institutions should permit physi- 
cians in charge to give out information about the 
patient, provided this is done with the patient's 
consent and in his interest. The Council firmly 
opposes recommendations that names of patients 
under voluntary treatment be supplied to law en- 
forcement bodies. In the case of offenders without 
records of narcotic law violations, other than illegal 
possession and without extensive records of anti- 
social activity prior to addiction, criminal convic- 
tions might well be abolished in favor of civil 
commitment which is presently available in 37 
states. This type of action would provide a means of 
isolating the addict, treating him, and maintaining 
supervision after institutional treatment, without 
penalizing the individual non-criminal addict to the 
extent of the present laws. 

The Council also feels that offenders against the 
narcotic laws should have the same opportunities 
for probation or parole that offenders against other 
laws have. Only in this way can we intelligently 
treat the addict who sells small amounts of opiates 
primarily to support his own habit. The Council 
feels that judges and parole boards should have 
some leeway in making decisions concerning the 
handling of individual cases and that mandatory 
minimum sentences for addict violators should be 
abolished. The Council has no interest whatever 
in nonaddicted sellers of narcotics and no recom- 
mendations for easing of penalties for such persons. 
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Our survey shows that present methods of the 
treatment of addiction (apart from methods of with- 
drawing drugs ) is unsatisfactory. The percentage of 
addicts who remain abstinent from drugs after treat- 
ment cannot be established exactly, but is certainly 
quite small. We feel that such poor results are due 
to two factors: (a) lack of methods applicable on a 
mass scale for alteration of the type of aberrant be- 
havior exhibited by addicts and (b) lack of facilities 
for prolonged treatment within the community after 
institutional treatment. Most addicts are classed as 
having character disorders or inadequate personal- 
ities. In many respects, they do not differ greatly 
from nonaddicts who make up the populations of 
jails and penitentiaries. The difficulties inherent in 
altering this type of behavior are well known to all 
psychiatrists. Until a significant breakthrough in 
knowledge in this area is achieved, over-all results 
are likely to remain poor. The need for better facil- 
ities for postinstitutional care of addicts is well rec- 
ognized. Patients who have completed a period of 
institutional treatment return to their communities 
and find that they are rejected. They frequently have 
no homes, no employment, and no friends other than 
addicts. Under such circumstances it is not surpris- 
ing that so many relapse to drugs. 

The Council believes that provision for intensive 
postinstitutional care could conceivably cause a 
great improvement in results in the treatment of 
addiction. The person with character disorder seems 
to have inadequate inner controls of behavior. Ex- 
ternal supervision is a means of providing a substi- 
tute of this deficit. Postinstitutional care would also 
provide a mechanism whereby results of treatment, 
which are unknown at present, could be assessed 
and a means whereby new methods of treatment 
could be tested. Such a program, if it shed light on 
the management of the inadequate personality and 
the character disorder, would have major implica- 
tions in methods of handling offenders of all kinds. 
The Council believes that postinstitutional programs 
should be viewed largely as research projects oper- 
ated in the hope of finding out how to treat addicts, 
rather than being regarded as a treatment method 
which is certain to achieve results. 

Establishment of adequate programs for postinsti- 
tutional care is logically the responsibility of the 
local community and not the responsibility of the 
federal government. Adequate programs in the cities 
of New York, Chicago, Los Angeles, Philadelphia, 
Washington, and Detroit, would probably provide 
service for more than half the addicts in the country. 
Areas such as these that have large foci of addiction 
should certainly have their own special program for 
addicts, including facilities for withdrawing drugs. 
Areas with minor problems of addiction—actually, 
most states and cities—should work out methods 
within the framework of services offered to nonad- 
dict offenders, such as alcoholics. 
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The program described above would have to be 
operated by governmental units, preferably by the 
mental health sections of local health departments. 
There is, however, nothing in the plan which would 
preclude treatment of the individual addict by his 
personal physician. 

There seems to be a certain degree of confusion 
among physicians concerning their rights and the 
laws and regulations respecting the management of 
addicts. There is nothing in the federal narcotic law 
which prohibits a physician from treating an addict. 
The law itself merely specifies that that physician 
may prescribe or dispense narcotics “in the course of 
his professional practice only.” Interpretation of the 
law hinges chiefly upon the interpretation of the 
phrase “professional practice.” The Supreme Court 
has ruled that dispensing of very large amounts of 
narcotics to addicts without efforts to “cure” the 
addict is not proper professional practice. The Amer- 
ican Medical Association has, in a sense, defined 
“professional practice’ in the resolution condemning 
any system of treatment which places drugs in the 
hands of the addict for self-administration. These 
interpretations in no way prohibit efforts at treat- 
ment of addicts, but they do limit the way in which 
treatment can be carried out. In practical terms, 
they require that withdrawal of drugs be carried out 
in an institution as the first step in treatment and 
that the addict not be given drugs for self-adminis- 
tration. If a physician follows this system, he is act- 
ing within the limits imposed by the law, and within 
the limits of proper practice as defined in the reso- 
lution passed by the House of Delegates in 1924. 
Two other points should be mentioned: (a) Dis- 
pensing of narcotics to persons with painful, chronic 
incurable disease is legal and ethical. (b) Narcotics 
can be given to “aged and infirm” addicts whose 
collapse and death might result from withdrawal of 
the drug. Such cases, actually, are very rare in the 
United States. 

It may very well be that the regulations concern- 
ing dispensing of drugs to addicts have been inter- 
preted and enforced too rigidly. A physician who 
furnishes an addict a small quantity of narcotics to 
tide him over until he reaches an institution, or who 
gives an addict narcotics so that he can arrange his 
affairs prior to entering a hospital for treatment is 
in danger of being charged with a violation of the 
law, despite the fact that he may be acting in what 
he regards as the best interest of his patient. The 
Council, though realizing that it might be very diffi- 
cult to devise a system which would prevent all 
possible abuse, feels that the regulations should be 
altered to cover situations of this sort. 

The Council also gave consideration to the ad- 
visability of the Association favoring a regulation in 
the United States similar to the regulation in force in 
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Great Britain, which provides that narcotics may be 
dispensed to an addict when “it has been demon- 
strated that the patient, while capable of leading a 
relatively useful and normal life when a certain min- 
imum dose is regularly administered, becomes in- 
capable of this when the drug is entirely discon- 
tinued.” This regulation, which seems to have 
worked well in England, might be very difficult to 
administer in the United States. It poses a number 
of difficult questions. Would it be legal under pres- 
ent U. S. law? Who would decide that the person 
involved was incapable of living a normal and use- 
ful life without the drug, and what evidence and 
what criteria would be used to establish this? In 
what proportion of U. S. addicts would such a sys- 
tem be applicable? How would abuse be prevented 
in the United States? The Council felt that such a 
regulation might be useful but that devising proper 
indications, criteria, and controls presents such a 
formidable task that no specific recommendations 
for implementation are being made at this time. 


Summary 


Study of the operations of clinics which dispensed 
drugs to addicts between 1919-1923 shows that data 
available on these clinics are not sufficiently objec- 
tive to be of any value. The clinics were set up 
hastily as emergency measures, did not have well- 
defined objectives, were inadequately staffed, and 
made little effort to rehabilitate addicts. There is no 
doubt that there was some abuse of the clinics, but 
the extent of the abuse is undeterminable. The medi- 
cal profession played a major role in formulating a 
policy which lead to closing the clinics. 

The best evidence indicates that the incidence of 
addiction in the United States has declined since 
passage of the federal narcotic laws. During World 
War II the number of addicts reached an all time 
low, probably because of the decline in illicit traffic 
due to wartime conditions. The incidence of addic- 
tion has risen, as would be expected, since the end 
of World War II. There are probably not more than 
60,000 addicts in the United States at present. 

Addiction in persons under 21 years of age has 
also increased since World War II. The extent of 
adolescent addiction, however, does not justify the 
degree of public alarm which has risen. Adolescent 
addiction is not a new phenomenon. The greatest 
incidence of addiction occurs in minority groups re- 
siding in the slums of certain large cities. Such areas 
have the highest rates of delinquency, alcoholism, 
crime, and mental disease, as well as of addiction. 
Deliberate proselyting by drug peddlers in order to 
expand their market plays only a minor role in 
spreading addiction; rather, addiction spreads from 
person to person. Initial doses are usually supplied 
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to the neophyte by a friend, and as a friendly ges- 
ture. The most common psychiatric entities associ- 
ated with addiction are personality disturbances and 
character disorders. Opiates do not directly incite 
persons to commit violent crimes. Crimes committed 
by addicts are usually crimes against property. A 
proportion of addicts—various sources give figures 
ranging from 25 to 80%—have records of delinquent 
activity prior to addiction. 

Current treatment of addiction is unsatisfactory. 
The relapse rate, though not known exactly, is high. 
One possible reason for such poor results is lack of 
facilities for postinstitutional treatment. 

The advisability of establishing clinics or some 
equivalent system to dispense opiates to addicts can- 
not be settled on the basis of objective facts. Any 
position taken is necessarily based in part on opin- 
ion, and opinions on this question are divided. 


Recommendations 


Improvement of the Care of Addicts.—It is recom- 
mended that the American Medical Association con- 
tinue to study and to support reasonable proposals 
designed to improve the treatment and prevention 
of drug addiction. Such measures might include 

(a) Development of institutional care programs 
in cities and states with significant problems. 

(b) Study of various means to obtain institutional 
care in states with small addiction loads. One such 
proposal is for several states to set up an institution 
which would be operated jointly. 

(c) Development of programs for intensive post- 
institutional treatment of addicts. Such measures 
would include supplying of various social services, 
vocational rehabilitation, and, where possible, psy- 
chotherapy to addicts for adequate periods follow- 
ing discharge from institutions. In many instances, 
available facilities in other programs might be uti- 
lized. States with serious problems should develop 
special programs for addiction. 

(d) Development of methods for commitment of 
addicts to institutions by civil action rather than 
through actions in the criminal courts. In this con- 
nection the Council further recommends that where 
civil commitment procedures can be used, criminal 
sentences for addicts who are guilty only of ille- 
gally possessing and obtaining opiates, marihuana, 
and cocaine should be abolished. Criminal sentences 
for illegal sale of narcotics should be retained but 
persons who are addicts and who are sentenced for 
such offenses should have the same opportunity for 
probation and parole as is afforded offenders against 
other laws. Mandatory minimum sentences for ad- 
dict violators would interefere with the possible 
treatment and rehabilitation of addicts and there- 
fore should be abolished. 
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(e) The Council strongly recommends that the 
policy of voluntary admissions for the treatment of 
addiction should be continued, extended, and en- 
couraged, 

(f) Continue support and expansion of mental 
health programs. Because of the importance of psy- 
chiatric factors in addiction, such programs should 
eventually have an effect in reducing addiction even 
though not specifically aimed at that problem. 

Support for Increased Research.—It is recom- 
mended that the American Medical Association sup- 
port proposals for increased research on the prob- 
lems of addiction. One of the current difficulties in 
formulating adequate programs is lack of knowledge 
which can be gained only through research. Support 
should be given not only to “basic” laboratory in- 
vestigations but also to continuation of sociological 
studies, and to an intensive program of clinical re- 
search based on adequate facilities for following 
addicts after institutional discharge. Such research 
might vield results that would be valuable in areas 
other than addiction. 

Clinic Plans.—In view of all of the available evi- 
dence at the present time it does not seem feasible 
to recommend the establishment of clinics for the 
supply of drugs to addicts. This is true for the Egg- 
ston resolution and the plan of the New York Acad- 
emy of Medicine, even though there are many as- 
pects of these plans that could be looked upon with 
favor. This opinion should be subject to frequent 
review in accordance with new scientific knowledge 
that may become available. 

Continued Study.—It is recommended that the 
American Medical Association continue to study the 
narcotic laws with the view of further clarification of 
the rights and duties of physicians and allied pro- 
fessional persons in the handling of addicts. The 
phrases in the current law “.. . in the course of pro- 
fessional practice only” and “prescription,” remain 
vague and confusing, despite Supreme Court deci- 
sions. Regulations on dispensing drugs to addicts 
should be eased so that the patients can have a 
reasonable time to arrange their affairs prior to 
entering a hospital for treatment. The 1924 Reso- 
lution of the House of Delegates should be revised. 
Consideration should be given to broadening the 
Resolution to include a plan endorsing regulations 
somewhat similar to those currently in force in 


England. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH AND 
INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, 
submitted the following report, which was adopted: 
Narcotic Addiction—Your reference committee 
considered that portion of the Board of Trustees 
report dealing with narcotic addiction, and also the 
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full report prepared by the Council on Mental 
Health and sent to all delegates prior to this meet- 
ing of the House. 

Your committee was aided by advice and expla- 
nations from members of the Council on Mental 
Health, the A. M. A. staff, and several physicians 
well informed on the subject of narcotic addiction. 

Your committee recognizes that the four recom- 
mendations of the Council on Mental Health fall 
short of the ideal goal of redefining the narcotic 
addict as a patient and returning such patient to the 
care of his personal physician. 

Your committee recognizes, however, that the 
legal restrictions imposed upon physicians in their 
care of narcotic addicts cannot be changed over- 
night and that the four steps recommended by the 
Council on Mental Health should provide an oppor- 
tunity to progress realistically toward the ideal goal. 

From the written material made available to the 
committee and the detailed explanations of those 
speaking before it, your reference committee is 
aware of the tremendous amount of work which has 
preceded the distillation of these four recommenda- 
tions and wishes to commend the Council on Mental 
Health for its tireless efforts. This makes it the more 
important that further study and a progressive pro- 
gram of action, probably including legislative 
changes, are needed. 

Your committee strongly recommends that the 
1924 resolution of the House of Delegates should be 
revised and that consideration should be given to 
broadening the resolution to include a plan endors- 
ing regulations somewhat similar to those currently 
in force in England. 

Your committee believes that the recommenda- 
tions of the Council on Mental Health should be 
approved. 
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CALIFORNIA 

Fellowship in Radiology.—Applications are being 
received for a one- to two-year fellowship in radi- 
ology at the Donner Laboratory, University of 
California, Berkeley. The fellow will participate 
in research and treatment utilizing high-energy- 
particle beams. Courses in the Graduate School 
may be taken in the basic sciences during the 
course of the fellowship. Address inquiries to Dr. 
John H. Lawrence, Director, Donner Laboratory, 
University of California, Berkeley 4, Calit. 


Personal.—Dr. Sidney B. Clark has been appointed 
assistant director of public health of San Diego 
County to replace Dr. Alvin R. Leonard, who re- 
signed to become health officer for the City of 
Berkeley and clinical professor of public health at 
the University of California School of Public 
Health.——Dr. J. M. de los Reyes has been elected 
president of the California State Board of Medical 
Examiners for 1957-1958, succeeding Dr. Clayton 
D. Mote, of San Francisco, whose term expires 
Dec. 31. Dr. de los Reyes was named to the board 
in 1955 and served as its vice-president for 1956- 
1957.-—Dr. Rodney R. Beard, of San Francisco, 
has been appointed a member of the National 
Advisory Heart Council, Surgeon General Leroy 
Burney of the Public Health Service has an- 
nounced, Dr. Beard, professor and executive officer 
of the department of preventive medicine and di- 
rector of rehabilitation services at the Stanford 
University School of Medicine, is also clinical pro- 
fessor of occupational health at the University of 
California School of Public Health. 


COLORADO 
Dr. Zarit Receives Sabin Award.—The Florence R. 
Sabin award, established by the Colorado Public 
Health Association to be conferred on those who 
make “outstanding contributions to public health 
in Colorado . . .” has been awarded to Dr. John 
Zarit, professor of medicine, University of Colo- 
rado School of Medicine, Denver. Dr, Zarit is a 
consultant in chest diseases to the American Medi- 
cal Center, the National Jewish Hospital, and the 
Veterans Administration, and is president of the 
medical staff of St. Anthony’s Hospital. A fellow of 
the American College of Physicians and a member 
of the American Trudeau Society, he has been 
Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 


hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


chairman of the Tuberculosis Control Subcommit- 
tee of the Colorado State Medical Society since 
1946 and chairman of the society’s Public Health 
Committee since 1953. 


DISTRICT OF COLUMBIA 
Personal.—Appointment of Dr. John D. Porterfield 
as deputy surgeon general of the U. S. Public 
Health Service has been announced by Surgeon 
General Leroy E. Burney. Dr. Porterfield previous- 
lv directed public health service programs in Chi- 
cago. 


Dr. Stewart Receives Award.—Dr. Harold L. Stew- 
art, Bethesda, in charge of experimental pathology 
of tumors at the National Institutes of Health, was 
presented with the Ward Burdick award at the 
recent banquet of the American Society of Clinica! 
Pathologists and the College of American Patholo- 
gists. The award, a gold medal, was created in 
1929 in honor of the first secretary of the American 
Society of Clinical Pathologists, Dr. Ward Burdick, 
of Denver. 


MARYLAND 

Society News.—The following officers of the Mary- 
land Academy of General Practice has been in- 
stalled: president, Dr. Archie Robert Cohen; presi- 
dent-elect, Dr. J. Roy Guyther; secretary, Dr. 
Katherine V. Kemp; and treasurer, Dr. Harry L. 
Knipp. 


MICHIGAN 

Dr. Bugher to Present Weller Lecture.—Dr. John 
C. Bugher, director of medical education and pub- 
lic health of the Rockefeller Foundation in New 
York City, will present the second annual Carl V. 
Weller Lecture at 5 p. m., Dec. 14, in the Univer- 
sity of Michigan’s Horace H. Rackham Amphi- 
theater. Dr. Bugher’s topic will be “The Role of the 
Pathologist in Medicine.” Sponsored by the Michi- 
gan Pathological Society, the annual Carl V. Weller 
Lectures were originated in 1956 in honor of the 
university pathologist who was chairman of the 
department of pathology for 30 vears. 


MISSISSIPPI 


State Birth Statistics—Live births in Mississippi 
during 1956 totaled just over 62,000, a slight de- 
crease from 1955, the State Board of Health reports. 
Of all white births, 97% were attended by physi- 
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cians in hospitals, but nonwhites in this category 
amounted to only 41%. White births numbered 
more than 27,000 and nonwhite, 35,000. 


MISSOURI 


Hospital News.—A $100,000 “cobalt bomb” for treat- 
ment of cancer has become available at the Ellis 
Fischel State Cancer Hospital in Columbia. Equip- 
ment which includes two cobalt therapeutical ma- 
chines was purchased more than a vear ago with 
funds provided by the Missouri Legislature and 
was formally dedicated Nov. 3. 


University News.—Two European scientists, Dr. 
Valentin Bonifas and Dr. Lars E. Kjellen, are spend- 
ing the vear as guest investigators in the depart- 
ment of microbiology at the Saint Louis University 
School of Medicine. Dr. Bonifas is the head of the 
virus laboratory of the State Institute of Hygiene 
in Geneva, Switzerland. He has been an advisor 
to the World Health Organization, and is the chief 
of an epidemiology team in the Swiss Army. Dr. 
Kjellen comes from Stockholm, Sweden, where he 
is an assistant in the virus section of the Central 
Bacteriological Laboratory. Both scientists have 
come to work with Dr. R. Walter Schlesinger, di- 
rector of the department of microbiological and 
biochemical mechanisms involved in infection of 
cells with viruses. The work in which Drs. Bonifas 
and Kjellen are participating is supported by re- 
search grants from the National Institutes of Health. 


NEW YORK 

University News.—The department of psychiatry of 
the State University College of Medicine in Syra- 
cuse has received $53,888 in grants from the Public 
Health Service for support of department activities 
over a five-year period. Part of the funds will be 
used for the training of undergraduate medical 
students and for teaching equipment; another por- 
tion will be used in training resident doctors to 
become psychiatrists. Some of the funds will pro- 
vide six summer fellowships for undergraduate 
medical students who will participate in a special 
psychiatric program. 


Expand Mental Health Research Facilities.—A 
grant of $240,603 has been made to the New York 
State Department of Mental Hygiene for construc- 
tion of health research facilities by the National 
Institutes of Health, Bethesda, Md., Dr. Paul H. 
Hoch, commissioner of mental hygiene, has an- 
nounced. The state will supplement the grant with 
$350,000 appropriation to build an addition to the 
present research facilities at Rockland State Hos- 
pital, Orangeburg. The present research activities 
occupy two interconnecting wings of a hospital 
building which have been reconstructed to make 
the area more suitable for research. The addition of 
13,000 square feet to the physical plant will help 
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in expanding research. The research program at 
Rockland, which is under the direction of Dr. 
Nathan S. Kline, deals with the various chemical, 
psychological, and physiological aspects of schizo- 
phrenia. Among the studies to be expanded as 
a result of the grant are the adrenal function in 
schizophrenia, radioisotope studies, patterns of 
physiological disturbance, experimental psychologi- 
cal investigations, pharmacological investigations, 
and behavioral observations. 


New York City 


Howard Fox Lecture.—Alumni of New York Uni- 
versity College of Medicine are invited to attend 
the first lecture given in memory of Dr. Howard 
Fox to be delivered by Prot. Werner Jadassohn, 
head, department of dermatology, University of 
Geneva, Switzerland, in Alumni Hall, Feb. 19, 
at 4 p. m. 


Hospital News.—Three gifts totaling $800,000 have 
been made toward the construction of the new uni- 
versity hospital of the New York University—Belle- 
vue Medical Center. These gifts bring to $11,107,- 
000 the total amount contributed as of Oct. 1 to- 
ward the estimated cost of 20 million dollars for 
constructing and equipping the proposed 19-floor 
hospital. Of the three gifts, $600,000 was given by 
the Lila Motley Cancer Foundation Inc. for a 
radiation pavilion within the radiology department. 
Mr. Sammuel D. Leidesdorf, chairman of the Medi- 
cal Center Board, made a gift of $100,000. An 
anonymous gift of $100,000 was given in memory 
of George M. and Louise C. Bodman. 


Name Chairman of Pathology Department.—Dr. 
Chandler A. Stetson Jr. has been nominated by the 
board of trustees of New York University professor 
and chairman of the department of pathology of 
the College of Medicine, effective at the elose of 
the 1957-1958 academic vear, when Dr. Lewis 
Thomas, the present incumbent, becomes chairman 
of the department of medicine. Prior to joining the 
New York University—Bellevue Medical Center in 
March, 1955, Dr. Stetson held a two-year research 
fellowship in pediatrics at the University of Minne- 
sota Medical School, Minneapolis, and was assist- 
ant professor in preventive medicine at Western 
Reserve University Medical School, Cleveland, His 
current research activities are in the field of experi- 
mental pathology and immunology. 


NORTH CAROLINA 

Society News.—The following officers of the North 
Carolina Pediatric Society have been elected: presi- 
dent, Dr. Leroy J. Butler, Winston-Salem; president- 
elect, Dr. Thomas A. Henson, Greensboro; and 
secretary-treasurer, Dr. John F. Lynch Jr., 624 
Quaker Lane, High Point, N. C. 
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OHIO 


Society News.—The officers of the Greater Cin- 
cinnati Radiologic Society are as follows: president, 
Dr. Morris M. Garrett; vice-president Dr. Roland 
G. Wintzinger; and secretary-treasurer, Dr. Warner 
A. Peck. 


Dr. Sollmann Receives Award.—Dr. Torald H. Soll- 
mann, dean emeritus and professor emeritus, de- 
partment of pharmacology, Western Reserve 
University School of Medicine, Cleveland, has 
been named recipient of the 1957 American Phar- 
maceutical Manufacturers’ Association award. Dr. 
Sollmann is a charter member of the Council on 
Pharmacy and Chemistry (now the Council on 
Drugs) of the American Medical Association, and 
he served as chairman of the council for more than 
20 years. He has also served with the military 
services, the U. S. Department of Agriculture, and 
the U. S. Public Health Service. He received an 
honorary doctor of science degree from Ohio State 
University in 1934. 


OKLAHOMA 


Colloquy on Advances in Medicine.—The first Okla- 
homa Colloguy on Advances in Medicine, “Fluid, 
Electrolyte, and Nutritional Balance,” will be heid 
Feb. 6-8 at the auditorium of the University of 
Oklahoma School of Medicine, Oklahoma City. 
Twenty-two papers are scheduled with question 
and answer periods for the conclusion of the morn- 
ing and afternoon sessions. Guest speakers include 
Drs. William E. Abbott, Cleveland; Curtis P. Artz, 
Jackson, Miss.; John H. Bland, Burlington, Vt.; 
Robert E. Cooke, Baltimore; Ben I. Heller, Little 
Rock, Ark.; Rachmiel Levine, Chicago; John F. 
Mueller, Cincinnati; Arnold S. Relman, Boston; 
and Robert Tarail, Buffalo. For information write 
Dr. James F. Hammarsten, University of Oklahoma 
School of Medicine, Department of Medicine, 800 
N. E. 13th St., Oklahoma City 4, Okla. 


UTAH 

Appoint Director of Surgical Department.—Dr. 
Walter J. Burdette, professor of clinical surgery, 
St. Louis University School of Medicine, has been 
appointed director of the department of surgery at 
the University of Utah College of Medicine and 
chief of surgery at Salt Lake General Hospital, 
Salt Lake City. Dr. Burdette came to the St. Louis 
University School of Medicine from the University 
of Missouri School of Medicine, Columbia, where 
he was the first chairman of the department of 
surgery of the four-year medical school. Before 
that he was associated with the Louisiana State 
University School of Medicine, New Orleans, for 
nine years. Dr. Burdette is a member of the Re- 
search Advisory Council of the American Cancer 
Society, a member of the Morphology and Genetics 
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Study Section of the National Institutes of Health 
and is special consultant to the National Cancer 
Institute. 


WEST VIRGINIA 


Personal.—Dr. Guy R. Post, director, Parkersburg— 
Wood Health Department since Jan. 1, 1949, has 
been named director of the Marion County Health 
Department, effective Dec. 1, succeeding Dr. David 
C. Prickett, former part-time director of the Marion 
County Board of Health, who resigned in the spring 
of 1956.-—Dr. James P. McMullen, of Wellsburg, 
a past-president of the West Virginia State Medical 
Association, has been named by Bethany College 
as the recipient of its 1957 Alumni Achievement 
award. Dr. McMullen was presented an engraved 
plaque “for outstanding civic leadership and_re- 
sponsibility, continued interest in his alma mater 
and distinguished performance in his chosen voca- 
tion.” 


University Joins Oak Ridge Institute of Nuclear 
Studies.—The council of the Oak Ridge Institute of 
Nuclear Studies at its 13th annual meeting, Oct. 15, 
announced that West Virginia University, Morgan- 
town, has joined the institute as a sponsoring uni- 
versity. The admission of West Virginia brings the 
number of universities sponsoring the institute to 
36. Named to represent West Virginia University is 
Robert B. Dustman, Ph.D., dean of the Graduate 
School. West Virginia University is a state institu- 
tion with an enrollment of more than 7,000 students. 
The Oak Ridge Institute of Nuclear Studies is a 
nonprofit educational corporation of southern uni- 
versities. It is the major avenue through which 
these universities participate in and support the 
nation’s atomic energy program. 


GENERAL 

Personal.—Dr. Carl F. Schmidt, professor of phar- 
macology, University of Pennsylvania Medical 
School, Philadelphia, has been named editor of 
Circulation Research, bimonthly journal of the 
American Heart Association. Dr. Schmidt replaces 
Dr. Carl ]. Wiggers, emeritus professor of physi- 
ology, Western Reserve University Medical School, 
Cleveland, who has been editor since its inception 
in 1953. 


Short Course in Isotope Radiography.—Applica- 
tions are being accepted by the Oak Ridge Insti- 
tute of Nuclear Studies tor participation in a 
two-week course in industrial isotope radiography, 
to be held in Oak Ridge, Tenn., May 5-16. Con- 
ducted for the U. S. Atomic Energy Commission, 
the course is designed to assist supervisory and 
technical personnel in obtaining sufficient facility 
in the use of sealed isotope sources to use them 
safely and efficiently. The course is intended pri- 
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marily for industrial personnel who are using or 
who may be expected to use sealed sources in the 
near future, and who will impart their training to 
additional persons. Some work experience in a field 
in which sealed sources can be used is required for 
applicants. The deadline for application for the 
course is March 15, 1958. Details and application 
blanks are available from Ralph T. Overman, 
Ph.D., Chairman, Special Training Division, Oak 
Ridge Institute of Nuclear Studies, P. O. Box 117. 


Social Hygiene Awards.—The American Social Hy- 
giene Association's annual William Freeman Snow 
awards were presented this vear to Dr. Frances 
L. Ig, Dr. Arnold Gesell, and, posthumously, to 
Dr. John Friend Mahoney. The award “for dis- 
tinguished service to humanity” has been presented 
each year since 1938 by the association. Drs. Ig 
and Gesell were honored for contributions to 
knowledge in the field of infant and child be- 
havior. Their collaboration as staff members of the 
Yale University Clinic for Child Development, of 
which Dr. Gesell was director, and later for the 
Gesell Institute of Child Development, resulted in 
the publication of several books. Dr. Mahoney, 
who died last February did research which, led in 
part to the establishment of penicillin as a cure for 
syphilis and gonorrhea. In 1950 Dr. Mahoney be- 
came New York City’s commissioner of health, and, 
at the time of his death, was director of New York’s 
Bureau of Laboratories. 


International Symposium of Radioactive Isotopes. 
The third international symposium on radioactive 
isotopes in clinical medicine and research, arranged 
by the Second Medical University Clinic, Vienna, 
will be held in Bad Gastein, Austria, Jan. 7-10, 
1958. The official languages will be English, French, 
and German. Scientific sessions will be held in the 
early mornings and late afternoon, allowing oppor- 
tunity for informal personal discussions and for 
winter sports in the Gastein mountains. The con- 
ference fee is 100 Austrian shillings. Applications 
to present papers should be accompanied by a 
short abstract of about 200 words. Complete type- 
scripts together with illustrations in a form suitable 
for reproduction should be sent before the confer- 
ence. Conference proceedings, including the discus- 
sions, will appear in a special issue of the Journal 
Strahlentherapie, which will be published not later 
than June, 1958. For information, write Dr. Herbert 
Vetter, Radioisotopen—Laboratorium, 2. Med. Univ.- 
Klinik, Wien IX, Garnisongasse 13. 


Society News.—The officers of the American So- 
ciety of Tropical Medicine and Hygiene for 1957- 
1958 are as follows: president, Donald L. Augus- 
tine, Sc.D., Boston; president-elect, Dr. Lewis W. 
Hackett, Berkeley, Calif.; vice-president, Paul C. 
Beaver, Ph.D., New Orleans; secretary-treasurer, 
Dr. Rolla B. Hill Jr., Miami, Fla.; and editor of the 
journal, Martin Frobisher, Sc.D., Closter, N. J.—— 
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The following officers of the American Academy of 
Physical Medicine have been elected for 1957-1958: 
Dr. George D. Wilson, Asheville, N. C., president; 
Dr. Louis B. Newman, Chicago, president-elect; 
Dr. Clarence W. Sail, San Gabriel, Calif., vice- 
president; Dr. Harriet E. Gillette, Atlanta, Ga., 
secretary; Dr. James W. Rae Jr., Ann Arbor, Mich., 
treasurer, and Dorothea C. Augustin, Chicago, ex- 
ecutive secretary.——The officers of the Society for 
Pediatric Research are as follows: president, Dr. 
Edward L. Pratt, Dallas, Texas; vice-president, Dr. 
Alexander S. Nadas, Boston; and secretary-treasur- 
er, Dr. Sydney S. Gellis, Boston. The 1958 meeting 
will be held on May 6-7 at Atlantic City, N. J. 


Survey of Patient Opinion.—A survey conducted by 
the Public Health Service with the cooperation of 
the American Hospital Association among nearly 
9,000 patients in 60 general hospitals shows what 
the patients regarded as omissions in nursing care. 
The 60 hospitals participating were divided accord- 
ing to size in terms of average daily patient census: 
100 to 199 in the first group, 200 to 299 in the 
second group, and 300 to 499 in the third. Patients 
in the two smaller groups reported the least num- 
ber of omissions of nursing care; patients in the 
300 to 499 size group reported most omissions. It 
was reported that 33% of the 9,000 patients stated 
that all their needs were filled; only 24% of the 
patients under 20 reported complete satisfaction 
with all their care, while 40% of the patients 60 
and over said that they had all their needs met. 
Attitudes toward food, hospital environment, and 
noise varied with the age of the patient—the older 
patient wanted a varicty of food, easily digestible 
and attractively served, while the younger was 
more interested in the quantity of food. Whereas 
the older patient was concerned with small details 
of comfort, the younger person seemed to be pre- 
occupied with avoiding boredom. Noise and an 
excessive number of visitors bothered the older 
patient, while younger patient resented being asked 
to turn off radio or television sets and liked more 
visitors than he was allowed. Men were generally 
more satisfied than women, and married patients 
were more satisfied than single, according to the 
survey. Single patients from 20 to 29 were more 
dissatisfied than married patients in the same age 
group; single patients from 30 to 39 were happier 
than married patients in the same group. 


PHILIPPINES 


Dr. Mangalindan Wins Fellowship.—Dr. Enrique 
Mangalindan, assistant chief, department of physi- 
cal medicine and rehabilitation, National Ortho- 
pedic Hospital, Manila, will undertake advance 
study in the United States after winning the $5,000 
American President Lines fellowship granted 
through the World Rehabilitation Fund, of New 
York City, headed by Dr. Howard A. Rusk. Dr. 
Mangalindan was chosen from a list of four finalists 
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recommended by a screening committee headed 
by Secretary of Health Paulino Garcia. The fellow- 
ship covers round-trip transportation from the 
Philippines to the United States and tuition and 
maintenance for not less than one year’s advanced 
study and training at the Institute of Physical 
Medicine and Rehabilitation, New York University 
—Bellevue Medical Center. In addition, it provides 
for special experience in pediatrics and geriatric 
rehabilitation, management of respirator patients, 
and a study tour of the best rehabilitation facilities 
in the United States. | 


FOREIGN 


International Hematology Congress.—The seventh 
congress of the International Society of Hematology 
will be held in Rome, Italy, at the Palazzo dei 
Congressi, Sept. 7-13, 1958. The meeting is open to 
physicians and scientists interested in blood dis- 
eases. The program is being assembled under the 
direction of the president, Prof. G. DiGuglielmo. 
Persons wishing to present research data should 
write to the president at Istituto di Patologia 
Medica, Policlinico, Umberto 1, Rome, Italia. For 
information write to Sol Haberman, Ph.D., Secre- 
tary General, Western Hemisphere, Baylor Hospi- 
tol, 3500 Gaston Ave., Dallas, Texas. 


International Diabetes Congress.—The third con- 
gress of the International Diabetes Federation will 
be held in Diisseldorf, Germany, July 21-25, 1958. 
The congress is held by the German Diabetes Com- 
mittee in collaboration with the German Diabetes 
Association. The federation has 24 national asso- 
ciations as members who will send delegates: 
however, participants from all over the world are 
expected. The official congress languages will be 
English, French, and German. The program will 
be divided into two sections: the scientific section 
and lay section. The Banting Memorial Lecture 
will be delivered July 21 by Prof. Dr. Gerhardt 
Katsch, Greifswald. The following panel discussions 
are scheduled: Recent Research in Laboratories of 
Physiology on the Metabolism of Carbohydrates: 
Methods of Determination in the Blood of Insulin, 
Insulin Antibodies, and Insulin Inhibitors; and 
Diabetic Embryopathology. The scientific sessions 
include the following topics: 

Mechanism of the Action of Insulin. 

Reactions Between the Metabolism of Carbohydrates and 
Fats. 

Angiopathy in Diabetes. 

Oral Treatment of Diabetes Mellitus. 

The Diabetic Child. 

Pregnancy and Diabetes Mellitus. 

On July 25 a joint meeting of doctors and laymen 
will be held. The German Ladies Committee has 
arranged a social activities program. For informa- 
tion write the Secretary, Organizing Committee, 
Third International Diabetes Congress, Hl. Medi- 
zinishe Klinik der Med. Akademie, Diissel- 
dorf/Deutschland, Moorenstrasse 5. 
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EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF DERMATOLOGY: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Oct. 20, 
1958. Oral. New Orleans, Feb. 4-7; Philadelphia, April 
23-26; San Francisco, June 18-21; Chicago, Oct. 13-16. 
Exec. Sec.-Treas., Dr. William A. Werrell, One West Main 
St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BoArp or OpsteTrics AND GyNECOLOGY: Various 
locations in the United States and Canada. Part I. Jan. 2. 
Part Il. Chicago, May 7-17. Final date for filing appli- 
cation was September 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. January 
1958. Final date for filing application was July 1. Secy., 
Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN Board oF SurRGERY: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Part II. 
New York City, Jan. 29-31, 1958. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

AMERICAN Boarp OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
6-9. Final date for filing application is March. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp or ParHoLtocy: Oral and Written. San 
Francisco, June 30-July 2. Sec., Dr. Edward B. Smith, 
Indiana University Medical Center, 1042-1232 W. Michi- 
gan St., Indianapolis 7. 

AMERICAN BOARD OF PHysiICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing application is Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

AMERICAN BOARD oF ProctroLocy: Oral and Written, Parts I 
and II, September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PSYCHIATRY AND NeuROLOGY: Oral. 
San Francisco, March 17-18. Final date for filing applica- 
tion is Dec. 17. Sec., Dr. David A. Boyd, Jr., 102-110 2nd 
Ave., S. W., Rochester, Minn. 

AMERICAN BoarpD OF RapioLtocy: Chicago, May 19-23. Final 
date for filing application is Jan. 1. Special Examination in 
Nuclear Medicine. Chicago, May 17. Sec., Dr. H. Dabney 
Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BOARD OF SuRGERY: Part II. Cincinnati, Dec. 16- 
17; New Orleans, Jan. 13-14; Durham, N. Car., Feb. 10- 
11; Baltimore, March 10-11; Chicago, May 12-13; Los 
Angeles, June 16-17 and Portland, Oregon, June 20-21. 
Sec., Dr. John B. Flick, 225 So. 15th St., Philadelphia 2. 

Boarp oF THoracic SurGERY: Written. Various centers 
throughout the country, February 1958. Final date for 
filing application is December 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Avenue, Detroit 2, Mich. 

AMERICAN. BOARD OF UROLOGY: Written examination. Vari- 
ous cities throughout the country, Pathology and Oral 
Clinical. February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Westwood Road, 
Minneapolis 16. 


1979 


1980 


GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


Fellowships in Industrial Medicine.—The Atomic 
Energy Commission offers fellowships which pro- 
vide advanced training and on-the-job experience 
in the field of industrial medicine, particularly in 
relation to the atomic energy industry. Eight fel- 
lowships will be available, for the academic year 
1958-1959, to men and women physicians who are 
citizens of the United States, who have graduated 
from an approved college of medicine at least 
two years prior to beginning tenure of the fellow- 
ship, and who are licensed to practice medicine in 
one of the states or territories of the United States. 
Successful candidates will be required to have a 
full F. B. I. background investigation and will have 
to be cleared by the commission. The training pro- 
gram consists of two parts: (1) an academic year, 
with lecture and laboratory instruction in the 
practice of industrial medicine, industrial hygiene, 
industrial toxicology, nuclear physics, biophysics, 
biostatistics, and the public health aspects of occu- 
pational medicine; and (2) an in-plant training 
year, in which the Fellow will be assigned to one 
or more of the medical departments of the major 
operating plants and laboratories under the direc- 
tion of the Atomic Energy Commission. Applica- 
tions for the academic year 1958-1959 should be 
filed before Jan. 1, 1958. It is expected that the se- 
lection of Fellows will be made before Feb. 1, 1958, 
but fellowships may be assigned at any time at the 
discretion of the committee. The stipend during a 
fellowship or academic year is $5,000. The sum of 
$350 is added to the total stipend for a wife, and 
$350 more is added for each dependent child. Tui- 
tion and laboratory fees, which would be required 
of students of similar university status, will be paid 
in academic courses. The year of academic training 
may be taken at a university offering an approved 
graduate course in industrial medicine which can 
provide special training facilities in the health prob- 
lems associated with the Atomic Energy Program. 
For information write A. E. C. Fellowships in In- 
dustrial Medicine, Atomic Energy Project, Univer- 
sity of Rochester, School of Medicine and Dentistry, 
Rochester 20, N. Y., Attn: Dr. Henry A. Blair. 


NAVY 


Course for Foreign Officers.—The surgeon general, 
Rear Adm. Bartholomew Hogan, announced that 
from Sept. 16 to Nov. 3, the graduate training 
division of the Naval Medical School, Bethesda, 
Md., conducted a course in military medicine for 
foreign medical officers of friendly nations. Twenty- 
eight representatives from 16 nations participated 
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in this project. The countries represented were 
Chile, Cuba, the Dominican Republic, Germany, 
Haiti, Italy, Japan, Korea, Mexico, Norway, Peru, 
Philippines, Taiwan, Thailand, Turkey, and Viet- 
nam. The basic purpose of the course was to de- 
velop mutual understanding in matters relating to 
advances in global medicine with particular refer- 
ence to naval operations. The participants were 
given the opportunity to make first-hand contact 
with Americans at work and at play, as part of the 
President’s “People-to-People Program.” Visits were 
made to civilian and military installations in the 
major cities of the eastern seaboard from Boston to 
Pensacola, Fla. 


PUBLIC HEALTH SERVICE 


Mass X-ray Survey for Tuberculosis.—A statement 
was released by the PHS on Nov. 21 recommending 
that mass x-ray surveys for tuberculosis be con- 
ducted on a selective rather than a community-wide 
basis. In this statement by surgeon general Leroy 
E. Burney to state and local health agencies, the 
PHS recommends the use of chest x-rays to find 
cases of tuberculosis among groups with the great- 
est risk of contracting the disease. This includes 
persons confined to hospitals and other institutions, 
low income groups, migrant workers, and people 
known to be exposed to tuberculosis. For popula- 
tion groups with a low risk, the PHS recommended 
that communities consider tuberculin skin testing 
as a first step in case-finding. Chest x-rays could 
then be limited to those with positive reactions to 
the skin test. 

The recommendations are based on the advice of 
a committee of medical and public health experts 
called to consider recent changes in the nature 
of the tuberculosis problem in the United States, 
the impact of these changes on x-ray screening 
programs, and the problem of low-level radiation 
exposure from x-rays. The group pointed out that 
mass chest x-ray programs, when operated under 
competent auspices and with state and local health 
department approval, are still fundamental in the 
detection of tuberculosis. They concluded that 
the risks from exposure are relatively small com- 
pared with the benefits that can be expected. To 
reduce radiation exposure, both for the operators 
and for the public, the statement recommended 
periodic inspection of all x-ray equipment and the 
installation, where necessary, of appropriate pro- 
tective devices. 

Chest x-ray surveys have been used for almost 
20 years to find unknown and unsuspected tubercu- 
losis in its early, more curable stages. In 1956, 
approximately 70,000 new active cases of tubercu- 
losis were discovered, most of them through x-ray 
surveys. As originally conceived, x-ray surveys had 
community-wide application and were designed to 
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reach from 70 to 80% of the adult population. In 
the last 15 years, however, the tuberculosis problem 
has changed radically. Some areas of the country 
are now practically free of active cases of the 
disease. In other areas, tuberculosis continues to 
be a serious problem, particularly among certain 
groups. While the number of active cases has de- 
clined almost 30% in the last five years, it is esti- 
mated that there are still about 250,000 persons 
with active tuberculosis in the United States today. 

Because case-finding is a primary factor in the 
control of tuberculosis among groups at high risk, 
the statement recommends selective use of x-ray 
surveys. The choice of groups to be surveyed 
should be made locally, based on the local tubercu- 
losis problem and the expected vield of new cases 
through survey programs. Other considerations 
are the adequacy of diagnostic and treatment facili- 
ties and of follow-up services. 

The medical and public health experts who ad- 
vised the Public Health Service in the preparation 
of this statement were Drs. Russell H. Morgan, 
chief radiologist, Johns Hopkins University Hos- 
pital, Baltimore, and special consultant to the 
surgeon general on the Public Health Aspects of 
Radiation; Ralph Dwork, director, Ohio State De- 
partment of Health, Columbus, Ohio; Floyd Feld- 
man, medical director, National Tuberculosis 
Association, New York; and Joseph  Stocklen, 
tuberculosis control officer, Cleveland and Cuva- 
hoga County Health Department, Ohio. 


Board to Review Cancer Research.—A Board of 
Scientific Counselors has been established by the 
Public Health Service to review, discuss, and make 
recommendations concerning the scientific research 
conducted by the National Cancer Institute at the 
National Institutes of Health, Bethesda, Md., in 
this field. Members of the board are Dr. Wendell 
M. Stanley, Nobel prize winner and director, Virus 
Laboratory, University of California at Berkeley, 
chairman; Dr. Charles Huggins, professor of sur- 
gery, University of Chicago; Dr. E. K. Marshall, 
emeritus professor of pharmacology, Johns Hopkins 
University; Dr. Carl V. Moore, professor of medi- 
cine, Washington University; Dr. Eugene P. Pen- 
dergrass, professor of radiology, University of 
Pennsylvania; Dr. Philip P. Cohen, professor of 
physiological chemistry, University of Wisconsin. 


Travel Fund for Younger Ophthalmologists.—The 
National Institute of Neurological Diseases and 
Blindness announces the establishment of a special 
travel fund designed to aid younger ophthalmolo- 
gists and other scientists in ophthalmological 
teaching or research to attend the 18th Inter- 
national Ophthalmology Congress in Brussels, Sept. 
8-12, 1958. The fund was made possible by a 
grant from the National Advisory Neurological 
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Diseases and Blindness Council to a council sub- 
committee. In authorizing the grant, the council 
noted that “an International Congress offers 
enormous value in the training and exchange of 
ideas” among scientific investigators. 

The subcommittee asks that all applications for 
aid from the fund be made by letter and addressed 
to Dr. Gordon H. Seger, Chief, Extramural Pro- 
grams, National Institute of Neurological Diseases 
and Blindness, Bethesda, Md. The letter of appli- 
cation should also provide a brief review of the 
applicant’s educational and occupational _back- 
ground and should indicate his major field of in- 
terest. The deadline for receipt of applications is 
March 1, 1958. The council subcommittee will 
make its selections and notify those to be aided by 
letter no later than April 1, 1958S. 


Dr. Melnick Comes to National Institutes of Health. 
—Joseph L. Melnick, Ph.D., professor of epidemi- 
ology, Yale University School of Medicine, has been 
appointed to the staff of the Division of Biologics 
Standards, National Institutes of Health, Bethesda, 
Md., where he will serve as chief of the division’s 
laboratory of viral products and of the virus re- 
search section. Dr. Melnick has been a member of 
the Yale School of Medicine faculty since 1939. In 
1955, on leave from Yale, he was appointed tem- 
porary staff member of the Rockefeller Foundation 
and assigned to the Virus Research Centre in Poona, 
India. He is a member of the World Health Or- 
ganization’s Expert Advisory Panel on Virus Dis- 
eases. Dr. Melnick is chairman, National Founda- 
tion for Infantile Paralysis, Committee on ECHO 
Viruses, and was a member of the panel on virology 
and immunology, Committee on Growth of the Na- 
tional Research Council. 


New Medical Officer in Charge at Lexington Hos- 
pital—Dr. Murray A. Diamond. a commissioned 
medical officer of the Public Health Service, has 
been assigned as medical officer in charge of the 
Public Health Service Hospital at Lexington, Ky.. 
one of the world’s largest institutions for the study 
and treatment of narcotic addiction. He succeeds 
Dr. James V. Lowry, whose appointment as deputy 
chief of the Bureau of Medical Services was an- 
nounced recently. Dr. Diamond was a senior intern 
at the Lexington Hospital in 1937 and subsequently 
became staff physician, director of training, chief of 
neuropsychiatric service, and clinical director. His 
new assignment will become effective Jan. 1, 1958. 


Personal.—Ntinos C. Myrianthopoulos, Ph.D., a 
geneticist, has been appointed to the epidemiology 
branch of the National Institute of Neurological 
Diseases and Blindness. Born in Cyprus in 1921, 
Dr. Myrianthopoulos came to the United States in 
1948 and received his doctorate at the University 
of Minnesota. 
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DEATHS 


Atwater, Reginald Myers * New York City; born in 
Canon City, Colo., Aug. 6, 1892; Harvard Medical 
School, Boston, 1918; took the degree of doctor of 
public health at Johns Hopkins University in 1921, 
in 1920 served as consulting epidemiologist for the 
North Carolina State Board of Health; later ap- 
pointed associate professor of hygiene in the 
Hunan-Yale College of Medicine in Changsha, 
China, and was also made medical officer of the 
Kuling Estate in Kiangsi; in 1925 returned to the 
United States as an instructor in preventive medi- 
cine and hygiene at the Harvard Medical School 
and instructor in epidemiology at the Harvard 
School of Public Health in Boston; in 1927 ap- 
pointed commissioner of health for Cattaraugus 
County Department of Health in Olean, N. Y., 
serving until 1935, when he became executive 
secretary of the American Public Health Associa- 
tion; in 1947 the association awarded him its an- 
nual Sedgwick Memorial Award for distinguished 
service in public health; in 1939 decorated Order 
of Carlos J. Findlay, Republic of Cuba; made an 
honorary fellow of the Society of Medical Officers 
of Health in Great Britain in 1951; in 1957 elected 
an honorary associate fellow of the American 
Academy of Pediatrics; member of the Phi Beta 
Kappa, Alpha Omega Alpha, and Delta Omega; a 
special consultant to the United States Public 
Health Service and a board member of the Na- 
tional Health Council; in 1953 served on a com- 
mittee of medical specialists formed to aid the 
Congress of Industrial Organizations; last April 
gave the Winslow Memorial Lecture at Yale Uni- 
versity School of Medicine, in New Haven, Conn.; 
specialist certified by the American Board of Pre- 
ventive Medicine; managing editor of the American 
Journal of Public Health and was the author of 
several studies’ in epidemiology published in pro- 
fessional journals; died in the Lawrence Hospital. 
Bronxville, N. Y., Oct. 18, aged 65. 


Ratner, Bret * New York City; born in Brooklyn 
April 28, 1893; University and Bellevue Hospital 
Medical College, New York City, 1918; professor 
of clinical pediatrics and associate professor of 
microbiology, New York Medical College, Flower 
and Fifth Avenue Hospitals; at one time on the 
faculty of the University and Bellevue Hospital 
Medical College; specialist certified by the Amer- 
ican Board of Pediatrics; served in the medical re- 
serve corps during World War I; member of the 
board of trustees of the American Foundation for 
Allergic Diseases; member of the American Acad- 


@ Indicates Member of the American Medical Association. 


emy of Pediatrics, of which he was chairman of 
the allergies division, American College of Chest 
Physicians, American Society for Experimental Pa- 
thology, Harvey Society, American Trudeau So- 
ciety, American Association for the Advancement 
of Science, New York Academy of Science, Alpha 
Omega Alpha, Sigma Xi, Phi Delta Epsilon, Amer- 
ican Academy of Allergy, and the American Col- 
lege of Allergists; associated with the Metropolitan 
and Seaview hospitals; served as consulting pedi- 
atrician to the French Hospital; attending pediatri- 
cian, Flower and Fifth Avenue Hospitals; invited 
to address the third International Congress of Pedi- 
atrics in London in 1933 and in 1935 was appointed 
on the Nobel Prize committee on medicine; author 
of “Allergy in Relation to Pediatrics” and “Allergy, 
Anaphylaxis and Immunotherapy ; died in the New 
York Hospital Oct. 11, aged 64, of coronary oc- 
clusion. 


Kobrak, Heinrich Franz Guenther * Detroit; born 
in Berlin, Germany, March 19, 1905; Friedrich- 
Wilhelms—Universitaét Medizinische Fakultat, Ber- 
lin, Prussia, Germany, 1928; received Ph.D., from 
University of Chicago, 1937; professor of industrial 
otorhinolaryngology at the Wayne University Col- 
lege of Medicine; served on the faculty of the Uni- 
versity of Chicago; specialist certified by the 
American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Oto- 
laryngology, American Association for the Advance- 
ment of Science, and the American Laryngological, 
Rhinological and Otological Society; veteran of 
World War II; associated with Harper and Receiv- 
ing hospitals; died in Clarkston Oct. 9, aged 52, 
of cerebral vascular accident, while preparing to 
leave tor the meeting of the American Otological 
Society in Chicago, where he was to receive the 
Award of Merit tor outstanding achievement in 


his field. 


Powers, Herbert William * Milwaukee; born in 
Birmingham, England, Feb. 7, 1876; College ot 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; spe- 
cialist certified by the American Board of Psychia- 
try and Neurology; formerly on the faculty of the 
Marquette University School of Medicine; veteran 
of World War I; for many years an examiner for 
the Wisconsin State Industrial Commission and an 
expert witness in insanity matters for the municipal 
court; at one time medical director of the Kenil- 
worth (Ill.) Sanitarium and assistant physician at 
the Milwaukee Sanitarium in Wauwatosa, Wis.; 
associated with Milwaukee County Hospital, Wau- 
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watosa, Shorewood Hospital—Sanitarium, Milwau- 
kee Children’s Hospital, and Evangelical Deaconess 
Hospital; died in the Milwaukee Hospital Sept. 26, 
aged 81, of arteriosclerotic heart disease and cere- 
brovascular accident. 


Reeves, James Aul, Oakland, Calif.; born in Brook- 
lyn March 18, 1925; University of Southern Cali- 
fornia School of Medicine, Los Angeles, 1950; serv- 
ice member of the American Medical Association; 
lieutenant, medical corps. U. S. Naval Reserve; 
appointed lieutenant (jg) U. S. Naval Reserve on 
June 11, 1949; ordered to active duty on July 11, 
1950; while on active duty served at the Navy 
Amphibious Base, Coronado, Calif.; U. S$. S. Estes, 
and Naval Hospital in San Diego; released to in- 
active duty on Dec. 15, 1952; recalled to active 
duty in August, 1954, reported to the Naval Hos- 
pital, Oakland, Calif., and from there ordered to 
Destroyer Division One as division medical officer; 
returned for residency training in July, 1955, at the 
Naval Hospital in Oakland. where he died Oct. 5, 
aged 32, of pulmonary embolism. 


Willard, DeForest Porter, Sea Island, Ga.; born in 
Philadelphia Feb. 20, 1884; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1908; 
specialist certified by the American Board of Ortho- 
paedic Surgery; emeritus professor of orthopaedic 
surgery at the University of Pennsylvania Grad- 
uate School of Medicine in Philade]phia; formerly 
on the faculty of Woman's Medical College of 
Pennsylvania in Philadelphia; served overseas dur- 
ing Werld War I; member of the American Ortho- 
paedic Association of which he was past-president 
and secretary, American Surgical Association, and 
the American Academy of Orthopaedic Surgeons; 
served on the staffs of the Bryn Mawr (Pa.) Hos- 
pital, Chestnut Hill Hospital in Philadelphia, and 
the Abington (Pa.) Memorial Hospital; died in the 
Brunswick (Ga.) Hospital Oct. 3, aged 73. 


Cronkite, Alfred Eugene ® Lieutenant (jg) U. S. 
Navy, retired, Fort Lauderdale, Fla.; born in Los 
Angeles Sept. 9, 1912; Stanford University School 
of Medicine, San Francisco, 1938; at one time on 
the faculty of his alma mater; specialist certified 
by the American Board of Pathology; certified by 
the National Board of Medical Examiners; member 
of the College of American Pathologists and the 
American Society of Clinical Pathologists; entered 
the U. S. Navy in 1940; veteran of World War I; 
retired from the Navy May 1, 1943; formerly a fel- 
low at the Mavo Foundation in Rochester, Minn.; 
served as president of the Florida Society of Pa- 
thologists; for many years on the staff of the North 
Broward General Hospital; died Sept. 27, aged 45. 


Engle, David Edwin * Tucson, Ariz.; born in Frank- 


fort, Ind., Jan. 31, 1909; Indiana University School 
of Medicine, Indianapolis, 1934; specialist certified 
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by the American Board of Internal Medicine; fel- 
low of the American College of Physicians; past- 
president of the Arizona Heart Association; during 
World War II head of the department of cardiology 
for U.S. Army Base Hospital number 32 in Europe; 
at one time a fellow at the Mayo Foundation in 
Rochester, Minn.; formerly instructor in medicine, 
University of Illinois; on the staffs of the Pima 
County General Hospital, Tucson Medical Center, 
and St. Mary's Hospital, where he died Sept. 28, 
aged 48, of acute myocardial insufficiency. 


Fitzgerald, Orville Moyer ® Selinsgrove, Pa.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1942; specialist certified by the Amer- 
ican Board of Psychiatry and Neurology; member 
of the American Psychiatric Association; veteran of 
World War II; at one time assistant commissioner 
of mental health for the Commonwealth of Pennsyl- 
vania; served as assistant superintendent of the 
Danville (Pa.) State Hospital; formerly associated 
with the Central Oklahoma State Hospital in Nor- 
man; died in the Geisinger Memorial Hospital, 
Danville, Oct. 3, aged 41, of ventricular fibrillation 
and arteriosclerotic heart disease. 


Clark, George Arthur ® Scranton, Pa.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1917; specialist certified by the American Board of 
Pathology; certified by the National Board of Med- 
ical Examiners; member of the College of Amer- 
ican Pathologists; past-president and secretary of 
the Lackawanna County Medical Society; veteran 
of World War I; associated with Mercy Hospital, 
St. Mary’s Hospital, and St. Joseph’s Children’s and 
Maternity Hospital; died in the Peter Bent Brigham 
Hospital, Boston, Oct. 18, aged 66, of lymphatic 
leukemia. 


Sweet, Clifford Daniel, Oakland. Calif.; University 
of California School of Medicine, 1912; an associ- 
ate member of the American Medical Association; 
specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of 
Pediatrics; chairman, Section on Pediatrics, Amer- 
ican Medical Association, 1937-1938; associated 
with the Peralta Hospital and the Children’s Hos- 
pital of the Edst Bay, where in 1952 the Clifford D. 
Sweet Lecture was established; died Oct. 7, 
aged 72. 


Beakes, Charles Henry Curtis ® Englewood, N. J.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1940; specialist certified 
by the American Board of Surgery; fellow of the 
American College of Surgeons; veteran of World 
War Il; attending surgeon and secretary of the 
medical staff, Englewood Hospital; died in the 
Harkness Pavilion, Presbyterian Hospital, in New 
York City Oct. 19, aged 44, of carcinoma of the 
lungs. 
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Durham, Robert Blakely ® Columbia, S. C .; Uni- 
versity of Georgia Medical Department, Augusta, 
1913; fellow of the American College of Surgeons; 
past-president of the South Carolina Medical As- 
sociation and the Columbia Medical Society; vet- 
eran of World War I; served as medical director of 
the U. S. Veterans Bureau; associated with Co- 
lumbia, Providence, and South Carolina Baptist 
hospitals; died Oct. 5, aged 65, of carcinoma of 
the lung. 


Licks, Frederick Charles, South Orange, N. J.; 
Hahnemann Medical College and Hospital, Phila- 
delphia, 1932; member of the Medical Society of 
New Jersey; past-secretary and past-president of 
the New Jersey Dermatological Society; veteran of 
World War II; associated with Newark Eye and 
Ear Infirmary, Hospital of St. Barnabas and for 
Women and Children, Orange (N. J.) Memorial 
Hospital, and East Orange (N. J.) General Hospital; 
died Oct. 10, aged 52, of coronary occlusion. 


Adams, Texas Alexander ® Daytona Beach, Fla.; 
Meharry Medical College, Nashville, Tenn., 1905; 
on the honorary staff at Halifax District Hospital, 
where he died Oct. 3, aged 81, of carcinoma of 
the intestine. 


Beasley, Andrew Dumas, Chicago; Meharry Med- 
ical College, Nashville, Tenn., 1911; died in the 
Albert Merritt Billings Hospital, Chicago, Aug. 
11, aged 72. 


Belding, Leland James, Lieutenant, U. S. Navy, 
retired, Waucoma, lowa; State University of lowa 
College of Medicine, lowa City, 1927; service mem- 
ber of the American Medical Association; entered 
the U. S. Navy in July, 1927; retired Oct. 1, 1939; 
died Sept. 3, aged 55, of Meniere's disease. 


Brickell, Fred Spencer, Buffalo; University of Buf- 
falo School of Medicine, 1904; for many years 
health officer of the town of Tonawanda; died Oct. 
8, aged 77. 


Carter, Charles Willard * Brookfield Center, Conn.; 
College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 
1897; member of the Illinois State Medical Society; 
veteran of World War I; formerly practiced in Clin- 
ton, Ill., where he served as mayor; died in the 
Hall-Brooke Sanitarium, Greens Farms, Oct. 4, 
aged 89. 


Cheek, James Anthony, Sallisaw, Okla.; Memphis 
(Tenn.) Hospital Medical College, 1910; veteran of 
the Spanish-American War and World War I, died 
Oct. 3, aged 79, of coronary occlusion. 


Dolloway, L. Marsh * Toledo, Ohio; Georgetown 
University School of Medicine, Washington, D. C., 
1900; veteran of World War I; served on the staffs 
of St. Vincent's and Robinwood hospitals; died 
Sept. 21, aged 82, of heart disease. 
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Edwards, John Wesley, Detroit; Howard University 
College of Medicine, Washington, D. C., 1928; an 
associate member of the American Medical Asso- 
ciation; associated with the Burton Mercy Hos- 
pital, where he died Aug. 24, aged 57, of cerebral 
hemorrhage, arteriosclerosis, and hypertension. 


Flagler, Harold Brodhead * Stroudsburg, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1930; secretary of the Monroe County 
Medical Society; associated with General Hospital 
of Monroe County in East Stroudsburg; died Oct. 
11, aged 54, of arteriosclerotic heart disease. 


Floyd, Hayden Greene, Gainesville, Fla.; Leonard 
Medical School, Raleigh, N. C., 1912; died in the 
Alachua General Hospital Aug. 3, aged 77, of 
uremia. 


Gilsdorf, Walter Henry * Valley City, N. D.; Uni- 
versity of Minnesota Medical School, Minneapolis, 
1930; member of the American Academy of Gen- 
eral Practice; member of the school board; on the 
staff of the Mercy Hospital, where he died Sept. 
20, aged 56, of coronary occlusion. 


Griffin, Frank Leo * Anamosa, Iowa; State Univer- 
sity of lowa College of Medicine, lowa City, 1905; 
past-president of the Jackson County Medical So- 
ciety; died in the Mercy Hospital Sept. 7, aged 74. 


Herndon, Jesse Harmon, Sherman, Texas; Memphis 
(Tenn.) Hospital Medical College, 1911; died in 
Shreveport, La., Sept. 25, aged 80, of hypertensive 
cardiovascular disease. 


Herron, Allen Leonard, Milwaukee; Howard Uni- 
versity College of Medicine, Washington, D. C., 
1892; died in the Milwaukee County Emergency 
Hospital Sept. 27, aged 92, of coronary occlusion. 


Hill, Sara S. Marquam, Portland, Ore.; Willamette 
University Medical Department, Salem, 1890; at 
one time superintendent of the Mountain View 
Sanitarium; died Sept. 19, aged 91, of senility. 


Hubbs, Andrew Dunsmore * Geneva, N. Y.; Syra- 
cuse University College of Medicine, 1921; veteran 
of World War I; associated with Geneva General 
Hospital; county coroner; died Sept. 25, aged 62, 
of cancer oi the lung. 


Jones, Lafon * Flint, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
1914; at one time city and school physician; served 
as pediatric consultant for the board of education; 
for many years associated with the Hurley Hos- 
pital; died in the McLaren General Hospital Oct. 
1, aged 72. 


Van Sandt, James William, Brazil, Ind.; Indiana 
University School of Medicine, Indianapolis, 1914; 
died in the Robert Long Hospital, Indianapolis, 
Sept. 19, aged 68, of a fractured skull. 
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FINLAND 


Changes in the Spines of the Aged.—Attempts to 
correlate clinical histories with radiologic findings 
of the spines of old persons have recently shown 
how paradoxical the relationship of the one to the 
other may often be. Lindholm and Pingoud (Nor- 
disk medicin, Oct. 10, 1957) examined an unse- 
lected series of 137 occupants of a home for the aged. 
Anteroposterior and lateral roentgenograms were 
made of the thoracic and lumbar spine, and the 
data thus provided were compared with the clinical 
records of each subject. In 74 there were no past 
or present symptoms referable to the spine, but all 
had positive roentgenologic findings and none of 
these findings could be dismissed as insignificant. 
Osteoporosis was found in 73, and in 10 there was 
evidence of osteoporotic fractures of the spine, but 
in no case could signs of an old compression frac- 
ture be found. Of the 58 with spondylosis, 23 
showed degeneration of the nucleus pulposus. The 
authors concluded that the gradual development of 
the degenerative processes in the spine enabled the 
body to adapt to and compensate for the sequels 
thereof. In some these processes are so gradual that 
its victim is never conscious of them. 


Dilatation of the Prostatic Urethra.—Since the be- 
ginning of 1956, transurethral dilatation of the 
prostatic urethra has been systematically carried 
out at the Second Surgical University Hospital in 
Helsingfors. Dr. O. Kivioja (Nordisk medicin, Oct. 
10, 1957) reported a series of 58 patients in whom 
he had closely followed the dilatation technique ad- 
vocated by Deisting. The ages of the patients 
ranged from 39 to 85 years. The immediate results 
were good in 41 patients of whom 38 were able 
to empty their bladders at once without retaining 
any residual urine. In most patients good results 
could be claimed within a week, with only slight 
residual urine, but in some it took two to three 
months to overcome this condition. In only one 
patient did postdilatation hemorrhage prove severe 
enough to require blood transfusion. In two other 
patients a severe hemorrhage ceased after a day or 
two under conservative treatment. Kivioja con- 
cluded that Deisting’s dilatation neither hinders 
nor renders more difficult a later prostatectomy, 
and that it is well tolerated even in advanced cases. 
Other observers using this technique found severe 
hemorrhages to be a common complication, In 
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some of their patients the treatment had to be re- 
peated in order to obtain the desired effects. They 
believed that a definitely enlarged prostate was un- 
suitable for this treatment as it might lead to over- 
looking malignant changes and that it should never 
be regarded as a satisfactory substitute for pros- 
tatectomy. 


Operation for Pulmonary Tuberculosis.—At a meet- 
ing of the Finnish Surgical Society encouraging ad- 
vances in the modern surgical treatment of pul- 
monary tuberculosis were largely attributed to 
modern chemotherapy and the preference for re- 
sections. Two observers presented the results of a 
two-year follow-up examination in 1954 and 1955 
of 74 patients who underwent lung resection. Com- 
plete recovery could be claimed in 60 patients. In 
another series, three observers stated that of 327 
patients operated on an extrapleural pneumothorax 
was performed on 131, a thoracoplasty on 117, and 
a resection on 79. Of the 131 a follow-up examina- 
tion of 129 showed that inactivity of symptoms and 
a return to work, partial or complete, had been 
achieved by 116. Extrapleural pneumothorax was 
usually discontinued after 18 months with the lung 
reexpanding satisfactorily in most cases. Of the 117 
undergoing thoracoplasty a follow-up examination 
of 112 revealed freedom from active symptoms and 
partial or complete resumption of work in 80. Of 
the remaining 79, a follow-up examination of 71 
showed that 47 were at work and 24 were still con- 
valescent because their operation was recent. Since 
1955, spirometric and bronchospirometric tests have 
shown that a thoracoplastic operation limited to the 
uppermost five ribs does not greatly impair respira- 
tion, but it does so when more than five ribs are 
resected. 


FRANCE 


Sexual Activity After Gastrectomy.—In Archives of 
the Diseases of the Digestive Apparatus and Dis- 
eases of Nutrition for May, 1957, E. Auguste and 
co-workers reported on 23 patients who had had a 
gastrectomy because of gastric ulcer. The libido 
was diminished or absent in 13 after the operation. 
In eight subjects not operated on, the daily output 
of the 17-ketosteroids varied from 9.6 to 16.8 mg. 
(average 13.7). In the patients operated on less 
than six months prior to observation, the output 
decreased after the operation and varied from 2.6 
to 5 mg. After two months it had increased but 
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still remained below the normal. In patients who 
had been operated on over a year prior to ob- 
servation, the output in some was above normal. 
The authors believed that loss of libido after 
gastrectomy was not due to an insufficiency of 
testosterone secretion but rather to a psychic or 
nutritional cause. 


Electric Exploration of the Liver.—In the Concours 
médical (June 1, 1957), H. Bon used a special ap- 
paratus to measure the electric resistance of the 
liver during the digestive period. The resistance 
gradually falls after a meal then gradually increas- 
es. If the food ingested remains in the stomach, no 
variation in hepatic resistance appears. The hepatic 
medicines increase the resistance. Drugs whose 
electric action on the liver is to reverse the resist- 
ance curve are recommended for all kinds of hepat- 
ic ailments. 


INDIA 


Health Ministers Conference.—The Union Health 
Minister, in his address to the State Health Minis- 
ters’ Conference in New Delhi on June 29, stressed 
the importance of preventive work. He said that 
2,000 primary health centers were needed in rural 
areas. Other crying needs of the rural population 
are a safe water supply and improvement of envi- 
ronmental sanitation. The national malaria-control 
program has made great headway, and it should 
be possible to have all the 200 projected units in 
operation soon; 164 are functioning at present. The 
development of mosquitoes resistant to insecticides 
has made complete eradication of malaria impera- 
tive. 


Atomic Energy in Medicine.—A_ cobalt-60 beam 
therapy unit was installed at the Cancer Institute in 
Adyar in September. The plant, which cost about 
$80,000, is the first of its kind to be installed in 
Asia. Part of the cost has been met by the Atomic 
Energy Commission of Canada as a gift, and the 
remainder has been contributed by the Central 
Government. This will greatly help in the treat- 
ment of malignant disease. The building to house 
this unit was specially designed with concrete 
walls, 18 in. in thickness, and with many safety 
devices to protect the workers. 


Combined Vagotomy and Segmental Resection for 
Peptic Ulcer.—D. M. Hancock and _ co-workers 
(Indian J. Surg. 19:4 [Aug.] 1957) cited the fact 
that histamine-induced peptic ulcers in dogs close- 
ly mimic duodenal ulcers in man. Procedures that 
in man have a low recurrent or anastomotic ulcer 
rate, such as a 70% partial gastrectomy, also protect 
the dog from histamine-induced ulcers, but pro- 
cedures that fail to prevent duodenal ulcers in man 


J.A.M.A., Dec. 14, 1957 


also fail to protect the dog against histamine-in- 
duced ulcers. Vagotomy has been shown to reduce 
the responsiveness of the parietal cells to all direct 
stimuli including histamine in both man and dog, 
but it was found that a vagotomy combined with 
a conservative gastric resection in the dog did not 
afford protection against histamine-induced ulcers. 
The authors therefore studied the comparative fre- 
quency of histamine-induced ulcers after conserva- 
tive gastric resections in a series of animals some 
of whom had undergone vagotomy. The dogs were 
divided into eight groups. In groups 1A, 2A, 3A, 
and 4, segmental resections were performed with 
40 to 50%, 55 to 65%, 70 to 75%, and 85%, respec- 
tively, of the acid-secreting area being removed. 
In groups 1B, 2B, and 3B, the same respective per- 
centages of resection were combined with vagot- 
omy. Group 5 was used as a control with dogs that 
were not operated on receiving the same daily dose 
of histamine as those that were. Daily intramuscular 
injections of histamine for about 40 days were 
started about a month after the operation. It was 
seen that the addition of vagotomy to conservative 
segmental resections varying from 40 to 65% pre- 
disposes the dog to the development of histamine- 
induced ulcers. All the normal dogs in group 5 
developed ulcers, but complete protection from 
ulceration was given by resecting 85% of the acid- 
secreting area. 


Pulmonary Function.—Singh and Prabhakaran (J. 
Indian M. A. 29:7 [Oct. 1] 1957) studied 311 sub- 
jects to determine their vital capacity, minimum 
breathing capacity, timed vital capacity, and the 
maximum expiratory pressure. All the subjects were 
apparently healthy. Their ages varied between 6 
and 39 years. All determinations were made with 
the subject standing. A reduction of 350 cc. in the 
mean value of the vital capacity in the higher age 
group was noticed. Reduction in the vital capacity 
probably occurs at an earlier age in Indians. The 
percentages for timed vital capacity were about the 
same as those observed in Western subjects. The 
mean values for minimum breathing capacity of 
adults were higher than those recorded in the West, 
while for lower age groups they were slightly low- 
er than the Western standards. The mean values for 
maximum expiratory pressure were also lower as 
compared to those reported by Western workers. 


Corticotropin Secretion in Rats Under Stress.— 
Chowdhuri and Sen (J. Indian M. A. 29:7 [Oct. 1] 
1957) stated that prolonged administration of ad- 
renal cortical hormones in rats causes compensa- 
tory atrophy of the adrenal cortex due to inhibition 
of secretion of the adrenocorticotropic hormone. A 
number of drugs have blocking-effects on cortico- 
tropin secretion. The action of hydrocortisone and 
morphine was studied by the authors to determine 
the possibility of using such agents in the assay of 
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corticotropin. Male albino rats were used. The 
adrenal ascorbic acid depletion served as the indi- 
cator that an amount of corticotropin larger than 
the resting level had been secreted. The stressor 
agent was unilateral adrenalectomy. Hydrocorti- 
sone and morphine sulfate were injected subcu- 
taneously two hours before the stress was applied. 
The adrenal ascorbic acid was determined one to 
two hours after the stress. The difference in as- 
corbic acid concentration between the first (con- 
trol) and the second (treated) adrenal was taken 
as a specific measure of corticotropin activity. It 
was seen that while depletion of adrenal ascorbic 
acid was seen in rats under stress not injected with 
hydrocortisone or morphine, no such depletion was 
seen in rats so injected. Corticotropin caused de- 
pletion of adrenal ascorbic acid in both injected 
and control rats. The results indicated that adrenal 
ascorbic acid induced by unilateral adrenalectomy 
could be inhibited by hydrocortisone and mor- 
phine. The site of this blocking effect was not in 
the adrenal cortex as shown by the same effect 
being produced by injection of corticotropin. The 
mechanism and site of this action are unknown. 


Treatment of Typhoid. —Roy B. Basu (J. Indian M. 
A. 29:7 [Oct. 1] 1957) stated that the disadvan- 
tages of chloramphenicol in the treatment of ty- 
phoid are the varying incidence of relapses and the 
occasional alarming reactions both during and after 
treatment with this drug. Clinical trials are there- 
fore being made with the newer antibiotics either 
alone or in combination with chloramphenicol. The 
author noticed favorable results in such a clinical 
trial with chloramphenicol and tetracycline. Tetra- 
cycline alone has been found by others to alter 
the course of typhoid and reduce toxemia. The 
two drugs seem to have a synergistic action and 
both the total and daily doses of chloramphenicol 
are effectively reduced when used in combination 
and replaced by tetracycline. The present trial 
included 40 patients whose conditions were moder- 
ately or very toxic, and whose tests were found to 
be bacteriologically positive. The patients’ ages 
varied from 4 to 53 years, but few were children. 
The diagnosis was confirmed by blood culture in 
36 and stool culture in 4. The organisms were Sal- 
monella typhi in 33, S. paratyphi A in 6, and S. 
paratyphi B in 1. The Widal test was negative in 
all dilutions in 14. In 28, treatment was started on 
or before the 10th day and in the rest after the 10th 
day. Chloramphenicol and tetracycline were given 
simultaneously—1 Gm. of each daily in divided 
doses. Treatment with chloramphenicol was 
stopped when the temperature came down to nor- 
mal and then tetracycline alone was given for five or 
six days. The total dose of chloramphenicol varied 
from 2 to 5 Gm. and that of tetracycline from 6 to 
12 Gm. The general condition improved within 24 
hours with reduction in toxemia with or without a 
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fall in temperature. The temperature came down to 
normal within 24 to 96 hours by lysis. Only one 
patient had a relapse and all responded to treat- 
ment. There was no death in the series. Tolerance 
to the drugs was satisfactory. No untoward side- 
effects were noted. 


Skin Lesions in Leprosy.—K. R. Chatterjee and co- 
workers (Indian J. M. Sc. 11:9 [Sept.] 1957) stud- 
ied material from lepromatous lesions to determine 
the nature of the intracellular lipoids found in histi- 
ocytes and macrophages in such lesions. The speci- 
mens containing Mycobacterium leprae were ob- 
tained from tissue juice of lepromatous lesions. The 
leprous tissue showed increased activity of the al- 
kaline phosphatase in the nuclei of the cells, nerve 
fibers, and endothelial lining of blood vessels where 
the bacilli were present in large numbers. The con- 
centration of polysaccharides was also more marked 
at the sites where large aggregations of bacilli were 
present. Both the cytoplasm of macrocytes and the 
body of the bacillus showed a strong metachroma- 
sia with toluidine blue suggesting a common meta- 
bolic process in the two. Bacilli were seen thriving 
well within the macrophages. The intracellular 
lipoid in foam cells was present in the form of a 
lipidocalcium phosphate complex. Both the lipoids 
and the calcium were probably utilized by the mul- 
tiplying bacilli present in the macrophages. 


PERU 


Intestinal Parasitism.—At the International Congress 
of Pediatrics in Lima in August, Professor G. Filo- 
meno and V. Ayulo of the Faculty of Medicine of 
Lima reported the results from their study on in- 
testinal parasitism in nearly 10,000 children aged 
from less than 1 year to 14 years. The subjects 
were from coastal areas, mountain villages, and the 
jungle and represented all socioeconomic classes. 
On the coast an average of 89.4% of the children 
were found to harbor one or more parasites. Pro- 
tozoal infections proved to be by far the most fre- 
quent, with a maximal incidence (80%) in children 
§ to 10 years old. Infestation by worms, on the con- 
trary, was relatively rare although its incidence was 
observed to increase with age, 18% of the children 
between 10 and 14 being found to carry them. The 
opposite distribution was observed in the jungle, 
where an average of 82.2% of the children showed 
intestinal parasitism. In this region the incidence of 
helminthiasis proved to be overwhelmingly high 
as all of the children 6 to 8 years old were found 
to be infested, and in no age group were less than 
50% infested with worms. Protozoal infection was 
much less frequent, especially as the age increased. 
Its highest incidence was in children 3 years old, 
30% of whom were infected. In the mountain vil- 
lages the highest incidence of intestinal parasitism 
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(about 90% ) was found. In general the incidence of 
protozoal infections paralleled that of the helmin- 
thiases, though the former predominated slightly 
in the younger and median age groups; 65% of the 
children aged 6 to 8 carried parasites. On the other 
hand, 71% of the children born in the jungle were 
infested at 1 year of age; 83.5% at 2; 99.3% in those 
between 5 and 9; and about 98.9% in those between 
10 and 14. On the coast Entamoeba coli was found 
in 48.9%, Endolimax nana in 19.2%, Iodamoeba 
bustschlii in 13.4%, Trichuris trichiura in 11.1%, and 
Ascaris lumbricoides in only 7.4%. These rates were 
43.1%, 17.8%, 14.4%, 15.7%, and 39.8%, respectively, 
in the mountain villages and 9.1%, 3.0%, 1.6%, 69.3%, 
and 74.5%, respectively, in the jungle. 

Dr. Pedro Garaguzo, of Buenos Aires, reported 
his experience with giardiasis in 500 children aged 
0 to 14 years but mostly between 3 and 5 years. 
This disease is common in Argentina where about 
25% of the children seen in a pediatric clinic were 
infected with Giardia lamblia. The clinical mani- 
festations were variable. Intermittent periumbilica] 
colicky pains, varying in intensity, were present in 
over 90% of the patients of this series, multiple 
minute red points scattered at the tip and margins 
of the tongue were found in 76%, diurnal nasal 
itching in 69%, anorexia in 62%, neuropathies in 
58%, sleep disturbances in 56%, mild pruritus ani 
in 43%, relapsing diarrhea in 40%, anemia in 38%, 
urticarial rash in 38%, constipation in 23%, eosino- 
philia in 22%, asthenia in 19%, slight jaundice in 
17%, headache in 16%, dermatopathies in 4%, and 
enuresis in 2%. According to the author acridine 
salts are the therapy of choice. Complete cures were 
obtained in about 98% of those patients receiving 
quinacrine or Acranil. Pseudojaundice, asthenia, 
anorexia, and nausea were the side-effects most fre- 
quently noticed after the use of acridine com- 
pounds. Of the author's patients, 16% were healthy 
carriers, Giardia being found associated with other 
types of intestinal parasite, mostly protozoal in 
character, in 32% of the entire group. 

Professor A. Nhegme and Dr. M. Gueme of Santi- 
ago reported that ascariasis is the most frequently 
seen parasitism in Chilean children up to 6 years 
of age, and oxyuriasis is seen most frequently in 
those aged 7 to 14. Infestation with A. lumbricoides 
was found in 47% of the children up to 6 years old 
and in 36% of those between 7 and 14; with E. his- 
tolytica in 8 and 13%, respectively; with G. lamblia 
in 20 and 12%, respectively; with Hymenolepis nana 
in 9 and 7%, respectively; and with Enterobius ver- 
micularis in 33 and 43%, respectively. It is difficult 
for the physician to diagnose the type of parasitism 
on the basis of the symptoms since most forms of 
intestinal parasitism produce the same symptoms 
(headache, anorexia, fever, pruritus ani, malaise, 
and diarrhea). Tetracycline was the drug of choice 
for amebiasis, Acranil for giardiasis and ascariasis, 
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and piperazine for infestations with E. vermicularis. 
Conditions caused by H. nana proved resistant to 
any treatment in most cases. 

A series of 100 children from Ecuadorian moun- 
tains and who were infected with the tapeworm, 
Raillientina demerariensis, was reported by Dr. L. 
Leon, of Quito. This parasite infests man only inci- 
dentally, children of school age being the most sus- 
ceptible. This parasite usually gives rise to no 
symptoms, but in certain cases general malaise and 
various gastrointestinal symptoms may be noted. 

Dr. G. Castillo, of Caracas, Venezuela, stated 
that in his country intestinal parasitism is observed 
in 20 to 40% of the children up to 2 years of age, 
in from 60 to 80% of those between 2 and 6 years, 
and in from 80 to 100% of those of school age. Every 
bloody or mucous diarrhea occurring in children 
even within the first year should incite the suspicion 
of amebiasis, and hepatomegaly in a child with 
any acute or chronic disease strongly suggests ame- 
biasis. Absence of eosinophilia does not preclude 
such a diagnosis. A thorough search for E. histoly- 
tica in the stools of any child suspected of having 
amebiasis should be made. Fresh specimens should 
be examined for at least six days. In spite of its 
relatively greater toxicity, emetine is far more use- 
ful than antibiotics or any other drugs especially in 
preventing relapses. Amebiasis control requires the 
treatment not only of the ill subjects but also of 
the healthy carriers. Other measures include eftec- 
tive water supply purification and sewage disposal. 
In treating children with amebiasis a combination 
of emetine and a tetracycline should cure all pa- 
tients. Once the acute phase of the disease has abat- 
ed biallylamicol should be given for five days. 

Dr. J. Llona, of Lima, reported that oxygen ther- 
apy is one of the most effective treatments for 
ascariasis. He treated 30 children heavily infested 
with A. lumbricoides by means of one or two 
courses of oxygen therapy and obtained excellent 
results in all of them. Every evidence of infestation 
in the stools disappeared within 20 days. 


Prematurity.—At the same meeting Prof. A. Ariztia 
of Santiago said that a slightly higher rate of pre- 
mature births was found in women of the poorer 
socioeconomic classes in Chile. Of 12,694 infants 
who were born alive in three state maternity hos- 
pitals, 8.5% were premature, a birth weight of less 
than 1,000 Gm. (2 lb.) being observed in 0.9%; 
1,001 to 1,500 Gm. (2 to 3 Ib.) in 8.5%; 1,501 to 
2,000 Gm. (3 to 4 lb.) in 18.5%; and 2,001 to 2,500 
Gm. (4 to 5 lb.) in 72.1%. The rate of prematurity 
in private maternity hospitals was 7.0%, the cor- 
responding percentages as to the birth weight being 
3.2, 8.7, 16.9, and 71.2% respectively. A thorough 
search for etiological factors in 100 representative 
cases chosen at random revealed the cause in only 
44. A protein blood level below 5 Gm. per 100 ml. 
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was found in 17% of the mothers giving birth to pre- 
mature infants and in only 4% of those giving birth 
to full-term babies. Likewise, a hematocrit of 25 to 
30% was found in 29% of the former and in only 
14% of the latter. Dr. A. Aballi, of Havana, said 
that the incidence of prematurity in Cuba appears 
to be inversely related to the socioeconomic status: 
the lower the social level the higher the rate of 
premature births. In the poorest social classes he 
found that 13.6% of the infants born alive were 
premature. Among women of the middle class the 
rate was 3.3% and in private maternity clinics the 
rate was only 1.8%. The cause of the prematurity 
could be determined in only 35%. 

Dr. H. Lara Cubas and co-workers, of Lima, stated 
that of 62,276 infants born alive at the Maternity 
Hospital of Lima about 6% were premature and of 
these 60% weighed 2,000 to 2,500 Gm. The cause of 
the prematurity could be determined in only 35%. 
Dr. N. Espinoza, of Quito, said that at the Isidro 
Ayala Maternity Hospital an annual prematurity 
rate of 14.7 to 15.9% was observed in the decade 
ending in 1956. He argued that this high incidence 
of prematurity may depend on a racial character- 
istic. Dr. J. J. Murtagh, of Buenos Aires, noted that 
at the Maternity Institute of this city the prematurity 
rate decreased from 6% in 1939 to 4.9% in 1956, 
while in studies from several private clinics this rate 
declined from 9.3% to 4.1% in the same period. Two 
kinds of premature infants must be considered: those 
whose birth weight is over 2,000 Gm. and whose 
prematurity results from accidental causes and/or 
endocrine imbalance, and those whose birth weight 
is below 2,000 Gm. and whose prematurity is due 
to factors that impede the development of the fetus. 
Deaths in the Maternity Institute were from 95 to 
99% of the premature infants whose birth weight 
was under 1,000 Gm., 79% of those whose birth 
weight was between 1,001 and 1,500 Gm., 24% of 
those whose birth weight was between 1,501 and 
2,000 Gm., and only 2.4% of those whose birth weight 
was between 2,001 and 2,500 Gm. The last group 
included about 90% of the premature infants seen 
and they usually received no special treatment. 


Perinatal Mortality.—At the same meeting Dr. M. L. 
Saldun de Rodriguez and co-workers of Montevideo 
stated that in Uruguay although infant mortality 
has been decreasing since 1943, perinatal mortality 
(stillbirths and deaths occurring within the first 28 
days of life) has decreased very little. Prof. Obes 
Polleri also of Montevideo, said that in Uruguay 
during the period 1952-1954 the death rate of 4.63 
per 100 births was made up of 2.41 stillbirths, 1.47 
deaths in the first week of life and 0.75 deaths in 
late neonatal period. Perinatal deaths are far more 
frequent in premature than in full-term babies. Of 
the children born alive at term and dying within 
the first year, 21% died in the first week and 14% 
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between the second and the fourth weeks, whereas 
among the premature infants these rates were 70% 
and 17.4%, respectively, and 41.3% of the stillborn 
were premature. Prematurity, ill-defined causes, 
obstetric trauma, asphyxia with atelectasia, and 
pneumonia, in this order, were found at autopsy to 
be the most frequent causes of neonatal mortality. 

Drs. J. Mazza and N. Sbarra, of Buenos Aires, 
reported that in Argentina the perinatal death rate 
diminished but slightly in the period 1942-1956. 
Congenital debility, congenital malformations, pre- 
maturity, and respiratory infections were the chief 
causes of neonatal death, and anoxia, obstetric 
trauma, and congenital anomalies the most frequent 
causes of stillbirths. Dr. J. Camacho, of Bogota, 
stated that good prenatal care and obstetric man- 
agement of delivery are important factors in 
reducing perinatal mortality. Dr. L. Mardones and 
co-workers, of Santiago, said that in Chili the peri- 
natal mortality rate was 5.25% in 1956, a slight re- 
duction in the figure for 1948. At present about 
30% of the pregnant women attend prenatal clinics 
at least in the four last months of gestation. Vigor- 
ous efforts are being made to increase this per- 
centage. About 50% of all births take place in a 
hospital and 15% at home but with technical assist- 
ance. Over 50% of neonatal deaths occur in the first 
day of life. Autopsy is necessary in most cases to 
determine the true cause of death. Pulmonary 
atelectasis, internal hemorrhage, and the pulmonary 
hyaline membrane syndrome were found at autopsy 
to be the most frequent causes of death in the first 
24 hours of life; internal hemorrhage and the pul- 
monary hyaline membrane syndrome in the 2nd 
and the 3rd days; and internal hemorrhage and 
bronchopneumonia in the 4th to 30th days. 

Dr. L. Eguren, of Lima, said that in a series of 
46,994 births in the Maternity Hospital of Lima the 
perinatal death rate was 5.6%. Autopsies were per- 
formed in every case of death. Of 1,577 stillbirths, 
676 were due to prematurity, 589 to late intrauter- 
ine asphyxia, 271 to early intrauterine asphyxia, 9 
to anencephalus, 7 to hydrocephalus, 6 to con- 
genital cardiopathy, 4 to malformation of the di- 
gestive tract, 2 to renal malformations, 2 to 
achondroplasia, and 11 to miscellaneous causes. Of 
1,234 neonatal deaths 380 were due to atelectasis, 
368 to obstetric trauma, 296 were due to prema- 
turity, 46 to icterus neonatorium, 15 to congen- 
ital cardiopathy, 13 to congenital syphilis, 10 to 
hydrocephalus, 6 to enteritis, 5 to diaphragmatic 
hernia, 5 to pyelitis, 4 to polycystic lungs, 3 each to 
renal malformations and spina bifida, and 80 to 
miscellaneous causes. 


Infantile Hepatitis.—At the same meeting Prots. J. 
Bauza and J. Meneghello, of Santiago, stated that 
infectious hepatitis is endemic in Chile, where most 
of the cases occur in children between 2 and 6 
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years of age. About 7% of the children suffer from 
it before reaching the sixth year. No relationship 
between the nutritional status and susceptibility to 
the disease was observed. The disease usually runs 
a benign course and in 27% of the patients the 
preicteric period was asymptomatic. Three clinical 
forms may be recognized: (1) an alimentary form 
with prominent gastrointestinal symptoms, (2) a 
febrile form with irregular elevations of the tem- 
perature, and (3) a typhoid form with persistent 
fever. The symptoms generally subside soon after 
the appearance of the jaundice. In some patients 
the disease is characterized by repeated bouts of 
jaundice. This form may lead to cirrhosis, coma, 
and fatty degeneration of the liver and occurs fre- 
quently in children. High fat—protein diets give no 
substantial relief. Lipotropic agents and antibiotics 
are of no value. Cortisone was tried in many cases 
and in most of them general improvement and 
significant diminution of the jaundice followed its 
use. It should be given to any child with prolonged 
hepatitis who fails to respond to other therapeutic 
measures. Dr. C. A. Bauza, of Montevideo, tested 
the urine from 70 children with hepatitis by means 
of chromatography. Within the first week of jaun- 
dice, slight amounts of lactose were found in the 
urine of eight, traces of ramnose in the urine of 
seven, glucose at concentrations under 50 mg. per 
100 ml. in the urine of two, and galactose at a 
similar concentration in the urine of one. Hepatitic 
children usually show little, if any, reducing sugar 
in the urine. This feature is of use in the differential 
diagnosis. 

Drs. R. Negro and I. Gentile, of Montevideo, 
performed electrocardiographic studies in 104 chil- 
dren suffering from proved viral hepatitis, without 
previous history of congenital or acquired cardiop- 
athies. Tracings were obtained on admission and 
every 48 hours thereafter. Abnormal tracings were 
observed in 49 of the group, the most conspicuous 
findings being right bundle-branch block in 15, and 
alterations in $-T segments and T waves in 34. No 
parallelism could be obtained between the serious- 
ness of the hepatitis and the type or grade of 
electrocardiographic abnormality. The electrocar- 
diogram returned to normal in 31 of the 49 patients 
found to have abnormal tracings, and showed slight 
residual alterations in 80. The authors believe that 
in hepatitis the virus may attack the heart produc- 
ing a pancarditis. 


Acute Dehydration.—At the same meeting Profs. A. 
Scroggie and A. Wiederhold, of Santiago, reported 
marked morphologic changes in the blood of infants 
with acute dehydration, poikilocytosis being the 
change most frequently seen. It was present in 52% 
of the patients studied. Significant lowering of the 
circulating eosinophils during dehydration, pre- 
sumably due to the alarm reaction resulting from 
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the electrolyte imbalance, was also found. Both in 
dehydrated and malnourished children the osmo- 
larity of the plasma was normal, but that of the 
urine was increased. Rehydration by venoclysis 
using dextrose and physiological saline solution, in- 
tensive antibacterial therapy, and general support- 
ive measures were used. Venoclysis was the most 
valuable of these procedures. 

Prof. J. Meneghello and co-workers, also of San- 
tiago, in a series of children with dehydration due 
to diarrhea found a marked acidosis in all. The 
average pH of the blood was 7.16, the carbon 
dioxide-combining power was 13.5 mEq. per 100 
ml., the serum sodium level was 133.9 mEq. per 
liter, and the serum potassium was 3.89 mEq. per 
liter, indicating marked potassium deficit. Although 
Darrow’s solution is said to be the most suitable for 
the correction of electrolyte imbalance, the speakers 
obtained no better results with it than with simpler 
solutions, but in certain conditions with a particular 
electrolytic imbalance some specific replacement 
fluid may be indicated. High levels of 17-hydroxi- 
corticosterone were found in the blood of children 
with acute dehydration. These levels declined as 
the condition improved. Just the contrary occurred 
with regard to the circulating eosinophils, which 
rose from zero or scarce at the height of the process 
to normal on recovery. Sodium resorption in the 
renal tubules is enormously increased in dehydrated 
children, being at least 99.7% of the filtrated sodium 
in all observed patients. 

It was also found that, though the total renal 
blood flow is usually diminished, the filtration vol- 
ume shows no significant variation. These appar- 
ently contradictory findings were believed to result 
from adaptative mechanisms. While the former 
appears to facilitate shifting the blood to more im- 
portant organs such as the brain, the latter is 
probably accounted for by a vasoconstriction of the 
efferent arterioles of the glomeruli, thus preserving 
the filtration volume in spite of the deficient renal 
blood flow. Histochemical studies of muscle biopsy 
specimens from a series of dehydrated children re- 
vealed that sodium had replaced a part of the 
cell potassium. The degree of potassium deficit in 
the cells did not parallel the serum potassium 
levels. Solutions containing potassium when given 
to overcome a potassium deficit must carry this 
cation in a concentration of at least 2 mEq. per 
liter in the first 24 hours of therapy since other- 
wise there is great danger of aggravating the defi- 
cit. This replacement therapy must be started im- 
mediately. In a series of 2,268 infants with acute 
dehydration 67.8% required fluid therapy for only 
one day. In half of a group formed by 499 dehy- 
drated patients, disappearance of the toxic syn- 
drome occurred within six hours of starting fluid 
therapy. The persistence of dehydration in spite 
of proper treatment compelled the pediatrician to 
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hospitalize the 16.5% of this group. Gavage should 
be used in treating acute dehydration. This pro- 
cedure was as helpful as parenteral hydration. The 
latter method was used in about 33% of all the 
patients because of the seriousness of the condition 
or failure of gavage. 

Dr. L. Cuadra and co-workers, of Lima, reported 
a series of 40 dehydrated children whose treat- 
ment was guided by adequate studies of electro- 
lyte balance. About 75% were under one year of 
age and the rest were between 13 and 21 months 
of age. In 37.5%, the duration of the disease was 
5 to 7 days; in 25% it was 8 to 14 days; in 25% 
it was 15 to 21 days; and in 12.5% it was over 21 
days. Values of 1.4 to 2.9 mEq. of potassium per 
liter of serum were found in 13 patients, all of 
whom showed abnormal electrocardiographic trac- 
ings; values of 3 to 4 mEq. in 11 patients of whom 
9 showed abnormal tracings; and values of 4 to 
5.6 mEq. in 16 patients of whom 8 showed abnor- 
mal tracings. The electrocardiograms returned to 
normal within 72 hours of starting the treatment. 
Thirty-six patients made an uneventful recovery 
and four died. Dr. M. Kierberg of Santiago report- 
ed on capillaroscopic studies of 30 dehydrated pa- 
tients before, during, and after the venoclysis. The 
initial study revealed frank capillary changes in all 
patients. Most of these changes consisted of nar- 
rowing of the capillaries, whose subpapillary nets 
appeared to be interrupted and bloodless. The in- 
tensity of these changes was directly related to the 
seriousness of the patient’s condition. The subse- 
quent examinations revealed a progressive nor- 
malization of the capillary pattern. The speaker 
concluded that an intensive vasomotor reaction of 
the capillaries occurs in infants with dehydration. 
In four of this series, the capillary defensive re- 
sponse of generalized vasoconstriction failed and 
capillary dilatation and stasis occurred. 


PORTUGAL 


Group Psychosis.—Furtado (Jornal do Medico, pp. 
768-213, Oct. 12, 1957) studied the influence of a 
schizophrenic delusion on a group of teenagers. 
An 18-year-old girl developed schizophrenia, char- 
acterized by paranoid delirium with a nihilistic and 
negative existential content. The patient gathered a 
group of young proselytes to whom she preached 
the futility of life and desirability of suicide. The 
proselytes had familial and neurotic problems. The 
interminable speeches of the patient, full of a 
strange and impressively esoteric language, seemed 
very profound and “existentialistic’ to her young 
adherents. The psychological tension of the group 
increased. One of the girls poisoned herself with a 
barbiturate and died in hospital; one of the boys 
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hanged himself; and the patient herself took poison 
and was hospitalized. Only then did the nature of 
her previous activities come to light. 


Artificial Bladder.—Ferreira and Bastos (O Medico, 
6:393, 1957) reported on a case in which they used 
the ascending colon to construct an artificial blad- 
der. A 23-year-old woman had a complete vesico- 
vaginal fistula after childbirth that was irreparable 
and incapacitating. The constant seepage of urine 
produced severely painful ulcers of the internal 
surfaces of the thighs. The authors isolated the as- 
cending colon and the terminal segment of ileum, 
implanted the ureters in the cecum and the ileum 
(the future urethra) in the right superior quadrant 
of abdominal wall, and reestablished the intestinal 
continuity by an end-to-end ileotransversostomy. 
The new bladder is perfectly continent. The patient 
catheterizes herself every six hours and leads a nor- 
mal life. 


UNITED KINGDOM 


Nitrite Poisoning of Babies.—Dr. L. Stephens, the 
health officer for Martley, Worcestershire, states 
that some babies in his area become cyanotic due 
to methemoglobinemia produced by drinking well 
water containing a high concentration of nitrites. 
Most of the children affected were under a vear 
old and not breast fed. The nitrites were discovered 
during an investigation of drinking water in the 
town. Piped water was not harmful. Breast-fed in- 
fants were not affected, as the nitrites are effect- 
ively metabolized in the mother. 


Automatism and Hypoglycemia.—A prison psychia- 
trist testified that a man charged with the physical 
assault of a young woman was at the time of the at- 
tack suffering from hypoglycemia and acted as an 
automaton, not knowing what he was doing. The 
woman stated that she was given a lift in a car by 
the accused, who fell asleep, and attacked her 
with a monkey wrench on waking. He had previous- 
ly had five pints of beer, which made him sleepy 
The psychiatrist stated that the attack was motive- 
less and that tests showed the accused to be suffer- 
ing from hypoglycemia. The jury found him not 
guilty. 


Increased Cost of Drugs.—As a result of a new 
charge imposed for each item on a National Health 
Service prescription, some physicians are helping 
their patients to save money on prescription charges 
by prescribing larger quantities at one time. The 
number of prescriptions is thus fewer, but the cost 
of each prescription is higher. A month’s supply, 
or even more, is prescribed at once. The cost of 
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drugs, like that of everything else, has increased. 
The introduction of new and more potent drugs 
has, however, shortened periods of illness. Although 
the drug bill might be higher, the total cost of ill- 
ness to the nation was probably reduced. Some ex- 
pensive drugs that formerly were only available 
through hospital services are now being prescribed 
by general practitioners. Thus patients who would 
formerly have been treated in hospitals are now 
treated at home. Any increase in the cost of drugs 
was thus offset by a reduction in the cost of hospital 
treatment. The first quarter of 1957 was the health- 
iest first quarter of any vear since the introduction 
of the health service. 


Knock Knee in Children.—According to Dr. A. J. 
Morley, (Brit. M. J. 2:976, 1957) knock knee is a 
normal finding in a large number of healthy young 
children, a view based on the orthopedic examina- 
tion of over 1,000 children in infant welfare and 
school clinics. The degree of knock knee was esti- 
mated in the reclining child by measuring the dis- 
tances between the medial malleoli when the child's 
legs were held with the patellas facing vertically 
upwards, the feet dorsiflexed to a right angle, and 
the inner surfaces of the knees just touching. Mor- 
ley found that the incidence of knock knee in- 
creased until 3 to 3% years of age, after which it 
declined. Between 3 and 3'2 years only 26% of chil- 
dren had less than 1 in. of knock knee, 52% had 
between 1 and 2 in., and 22% had a knock knee of 
2 in. or more. The mean weight of knock-kneed 
children was greater than that of those without 
this condition. Examination of affected children at 
intervals showed that with the passage of time 
knock knee disappears, usually by the age of 7, 
without any treatment. Knock knee in children under 
7 can therefore be ignored unless it is excessive, i. e., 
over 3% in., or unless an underlying cause, such as 
epiphysial damage from a fracture or renal osteo- 
dystrophy is present. The condition is not associated 
with talipes valgus, pes planus, the age at which 
walking commenced, duration of breast feeding, 
vitamin intake, or illness (as judged by the number 
of days spent in bed ). 


Unreliability of Clinical Assessment of Anemia.— 
Anemia is commonly diagnosed by examination 6f 
the conjunctivas, palm creases, skin color, oral 
mucosa, and nail beds for the normal pink colora- 
tion. McAlpine and co-workers (Brit. M. J. 2:983, 
1957) investigated the accuracy with which such 
a clinical assessment can serve to predict the hemo- 
globin concentration. A series of 200 consecutive 
patients attending an outpatient clinic for blood 
diseases was examined by two observers who en- 
deavored to estimate the hemoglobin concentration 
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within 5% by inspection of the color of the conjunc- 
tivas, palmar creases, and face. The estimates were 
compared with the figures obtained by measuring 
the hemoglobin concentration with a photoelectric 
colorimeter. The results showed that the clinical 
assessment of anemia is a reasonably accurate pro- 
cedure when the hemoglobin level is estimated 
to be 60% (equivalent to 9 Gm. per 100 ml.) or be- 
low, but that it is unreliable when the hemoglobin 
level is estimated to be above 60%. The most ac- 
curate method of clinical assessment was by in- 
spection of the conjunctiva. The palm crease was 
sometimes found to have a brown pigmentation, 
particularly in housewives and manual workers, 
and this complicated clinical assessment. The palm 
crease was found to be useful when the hemoglobin 
level was under 50%. When the hemoglobin level 
was between 55% and 75% the creases often lost 
their normal bright red color and were red-brown 
instead. When the hemoglobin level was estimated 
as 90% on the basis of examination of the conjunc- 
tiva, the true hemoglobin level was equal to or 
less than 80% in an average of 29 to 36% of the pa- 
tients. Thus the liability to serious error was 29 to 
36%. When the hemoglobin level was estimated 
clinically to be of the order of 60% the accuracy of 
the estimate was 94 to 95%. 


Pancreatic Islet Adenomatosis.—The second case of 
pancreatic islet adenomatosis in Great Britain has 
been described by Garland (Brit. M. J. 2:969, 1957 ). 
The patient suffered from irregular attacks of sud- 
den diplopia, tingling round the lips, and disturb- 
ances of consciousness, varying in severity from 
lack of concentration to drowsiness or sleep. These 
attacks, which were never accompanied by convul- 
sions, lasted 15 minutes to 2 hours. During them 
the patient, if conscious, talked nonsense and ap- 
peared to be drunk. The electroencephalogram and 
ventriculogram showed no abnormality. A provi- 
sional diagnosis of psychomotor epilepsy was made. 
These attacks continued for seven years with in- 
creasing frequency. A glucose tolerance test after 
24 hours’ starvation gave a clue to the diagnosis. 
The blood sugar level was persistently between 50 
and 60 mg. per 100 ml., and in the fifth hour the 
symptoms of the attack were reproduced, with dis- 
turbances in the electroencephalogram compatible 
with hypoglycemia. Although at laparotomy the 
pancreas appeared normal, a hemipancreatectomy 
was performed. There was no gross abnormality in 
the resected pancreas, but multiple small adenomas 
were present in stained seria] sections throughout 
the resected pancreatic tissue. A fasting glucose 
tolerance test eight days later gave normal results, 
and the attacks had ceased. Adenomatosis is prob- 
ably present in the remaining pancreatic tissue. 
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BLOOD ALCOHOL 


To the Editor:—In the Oct. 12 issue of THe JouRNAL 
are two letters from correspondents commenting on 
our article “Erroneous Blood Alcohol Findings at 
Autopsy: Avoidance by Proper Sampling Tech- 
nique, published in the July 6, 1957, issue of THe 
JouRNAL, page 1077.The first correspondent demon- 
strates clearly by his own studies, which he de- 
scribes, that there is a considerably higher level of 
alcohol in heart blood over that found in the veins 
of the extremity of the same subject, soon after 
imbibing. That his findings support ours is quite 
gratifying. That he personally believes that our 
findings might be, in part, a normally expected 
arteriovenous difference soon after imbibing is in- 
teresting but of secondary importance. Since ac- 
cepted standards for relating behavior or degree ot 
intoxication to blood alcohol have been developed 
on living subjects from blood drawn from veirs of 
an extremity, it is obviously erroneous to use heart 
blood, which the correspondent freely points out 
will be higher soon after imbibing. Thus to imply 
that the use of heart blood is still proper is obvious- 
ly fallacious, and a disservice to those who may so 
interpret his letter. With the additional weight of 
his own findings, even the correspondent would be 
ill advised to go to court to testify as to degree of 
intoxication on the strength of an alcohol determi- 
nation made on postmortem heart blood. 

This same correspondent questions that the ele- 
vated heart blood alcohol reading is solely due to 
postmortem diffusion out of the stomach. While we 
initially recognized that in the living the arterial 
blood would lead the venous blood during the 
absorptive phase, we did not believe this alone 
would account for the differences observed. How- 
ever, we demonstrated by experiments on cadavers 
that postmortem diffusion does occur and other 
articles quoted by us as well as by the correspond- 
ents support this observation. It is stated that the 
accuracy of our work on postmortem diffusion of 
alcohol out of the stomach would have been much 
more convincing if live subjects were given whiskey 
to drink and quickly killed and then tested. We 
see little difference in letting our human subjects 
die from natural causes and then soon instilling the 
whiskey by stomach tube and making the neces- 
sary tests. The results should indeed be the same. 
The important point is that alcohol may be present 
in the stomach after death and may then diffuse 
through the stomach wall to contaminate adjacent 
structures including the heart. 


The second correspondent also states that many 
laymen and even some medical scientists believe 
that a level of 0.16% is proof of drunkenness and 
0.11% is one of sobriety. However, we did not 
hold to this view in our paper, as the correspondent 
implies. The A. M. A. Committee to Study Problems 
of Motor Vehicle Accidents has stated that 0.15% 
or higher is a legal presumption of being under the 
influence and 0.05 to 0.15% is evidence of probably 
being under the influence. These are two vastly 
different things in a criminal trial before a jury. 
Thus, in our hypothetical case in which heart blood 
was 0.20% and femoral blood was 0.11% the pos- 
sibilities before the court are enormously different. 
Submitting a reading to the jury of 0.20% is tan- 
tamount to proof of drunkenness, whereas the level 
of 0.11% means the person may or may not have 
been drunk. This may mean almost certain con- 
viction on the one hand, or possible acquittal on 
the other. If such a difference can occur, and we 
showed that it can, then we may not take it lightly. 

The correspondent states that in none of our 
cases did the differences which we found fall at 
such portions of the scale that the A. M. A. Council 
has set, as to have convicted anyone falsely. We 
did not think so either, nor did we represent this 
to be the case. We did clearly state that the errors 
that were noted could, in the proper set of circum- 
stances, do so. If such errors can occur, and equally 
can be easily avoided, then indeed they should be 
avoided. 

This second correspondent further states that 
pericardial fluid is generally higher in alcohol con- 
tent than is the blood and he plainly writes that he 
grants that we have demonstrated this could result 
from postmortem diffusion from the stomach. We 
see no reason to believe that the diffusion stops 
only within the pericardial sac. Moreover, this is 
unimportant to the purpose of our paper, namely, 
that heart blood alcohol determinations taken from 
blood pooled in the pericardial sac are sometimes 
inaccurate and erroneously high. We think it would 
bear repeating that the accepted standards relating 
degree of intoxication to level of blood alcohol 
have all been developed using venous blood from 
an extremity. To use heart blood, which is admit- 
tedly higher (by whatever mechanism), is to run 
the risk of being party to a gross injustice. In the 
face of what both correspondents, who are them- 
selves authorities, have written, one can certainly 
expect erroneously higher levels of alcohol in post- 
mortem heart blood. 
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Thus as we wrote in our paper, we firmly believe 
and urge that postmortem blood alcohol determina- 
tions can only be properly taken from an extremity 
and, for reasons of ease, from the femoral vein. 


Henry W. Turket, M.D. 
Houcuton Grirrorp, M.D. 

City and County of San Francisco 
Coroner’s Office 

650 Merchant St. 


San Francisco 11. 


MEDICAL SOCIETY MEMBERSHIP 


To the Editor:—The editorial in THe JourNat, Aug. 
10, 1957, page 1685, entitled “The Physician Not in 
Private Practice,” was exceedingly interesting and 
important. Although long overdue, it should form 
the basis of a new relationship between the salaried 
physician and the American Medical Association. 
In the editorial it is stated that the salaried phy- 
sicians constitute a large group of 32% of all 
physicians, that probably too few are members of 
the local county medical societies, that their par- 
ticipation in economic and organizational activities 
is important, and that they are concerned with both 
patient care and medical politics. The writer of the 
editorial feels that if all physicians participated in 
such activities there would result greater under- 
standing and benefit to all. His remedy to correct 
this situation would be for local societies to invite 
the participation of the salaried physician, and 
such a physician, in turn, should be willing to be- 
come an active member. 

The statements are so relevant and so logical 
that one wonders why such a state of affairs even 
exists. Unfortunately, the physician in private prac- 
tice too often regards his economically poorer 
brother as one who is also poorer in the science 
and art of medicine, as an odd person because he 
practices in an institution, and as a potential enemy 
who practices “socialized” medicine. Too many 
local medical societies not only refrain from invit- 
ing their participation but even discourage them 
from joining. In many areas there is raised a subtle 
but definite “private practice curtain.” Be assured 
that the members of this minority are vitally in- 
terested in the organization, administration, and 
practice of medicine. However, they feel that they 
are not welcome in local societies and are regarded 
as second-class members and that organized medi- 
cine is not interested in their economic welfare. 
Since their incomes are generally less than those of 
physicians in private practice, they are often un- 
able to meet the high annual dues and the best 
they can hope for is an associate or affiliate type of 
status with no administrative voice. Service fellow- 
ship in the American Medical Association is not 
enough; it must start at the local society level. 
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I have no specific cure for the present unhappy 
state of affairs but would like to offer two sugges- 
tions. First, the American Medical Association 
should form a special committee to study the prob- 
lems of the full-time salaried physician and how he 
could be integrated into the life of the medical so- 
ciety. Special subcommittees may be required to 
study such dissimilar groups as those in the federal 
services, medical schools, health departments, and 
interns and residents. Second, each state and county 
medical society should be willing to relax its barri- 
ers and show the salaried physician that he is really 
welcome and is desired as an active member. 


Davin SALkin, M.D. 

Director, Professional Services 
Veterans Administration Hospital 
San Fernando, Calif. 


* A study along lines suggested in this letter has 
been set up by the Council on Medical Service and 
will be started in January, 1958.—Ep. 


POISON CONTROL CENTERS 


To the Editor:—In the Oct. 12, 1957, issue of THE 
JourNAL, page 686, is an excellent summary on 
first-aid measures for poisoning. There is a growing 
interest in the United States in the control of acci- 
dental poisoning. In addition to the A. M. A.’s 
Committee on Toxicology, the American Academy 
of Pediatrics Committee on Accident Prevention 
has a subcommittee on accidental poisoning, and 
the American Public Health Association Committee 
on Research and Standards has a subcommittee on 
chemical poisons. 

Local poison control centers have been organized 
throughout the country. There are 10] of these 
centers in 35 states. The centers are set up to give 
24-hour around-the-clock information service. Facts 
about the composition of a product, its relative 
toxicity, first-aid measures, and treatment are 
usually available at the poison control center. Fur- 
thermore, many local poison control centers pro- 
vide 24-hour service for treatment of poisoning 
cases, when the private physician is not immediate- 
lv available. 

Although information and treatment aspects take 
up a large part of the time of poison control center 
activities, an equally important service these cen- 
ters are performing is that directed toward com- 
munity education. Prevention through education is 
an effective approach to the problem of accidental 
poisoning. 


Howarp M. Cann, M.D. 
Director, National Clearinghouse 

for Poison Control Centers 
Division of Special Health Services 
U. S. Public Health Service 
Washington 25, D. C. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Scientific Tests: Taking Blood Sample as Unreason- 
able Search and Seizure.—The defendant was con- 
victed by a jury of operating a motor vehicle while 
under the influence of intoxicating liquor. From 
such conviction, and from an order denying a new 
trial, the defendant appealed to the Supreme Court 
of California. | 

A highway patrolman who had been at the 
scene of the accident in which the defendant was 
involved testified to an odor of alcohol in the de- 
fendant’s automobile. The defendant was later re- 
moved to a hospital, and, after he regained con- 
sciousness, he vomited matter which had a strong 
smell of alcohol. Neither the nurse who subse- 
quently took a blood sample from the defendant's 
arm, nor the ambulance driver would admit that 
the defendant had said “yes” when asked for his 
consent to take the sample. They both insisted, 
however, that the defendant was aware of what was 
going on and that he did not say “no.” After the 
sample had been obtained, it was submitted to the 
laboratory for a chemical test of its alcoholic con- 
tent and a criminologist testified at the trial that 
the alcoholic content of the blood was .22%. The 
defendant contended that this testimony should 
not have been admitted in evidence because the 
taking of the sample constituted an unreasonable 
search and seizure. 

We are of the opinion, said the Supreme Court, 
that the only reasonable conclusion permitted by 
the testimony is that, when asked for his permis- 
sion, the defendant made no verbal response to in- 
dicate whether he consented or refused. Because 
of the defendant's condition, it would have been 
extremely difficult for him to give an answer, but, 
when the nurse approached him with the needle, he 
reacted by withdrawing his arm. Under the cir- 
cumstances, a finding that the defendant consented 
is unwarranted, and, concluded the court, we must 
therefore determine whether the results of the blood 
tests were admissible in the absence of the de- 
fendant’s consent to the taking of the sample. 

The admission of the evidence, said the court, 
did not violate the defendant's privilege against 
self-incrimination because the privilege relates only 
to testimonial compulsion and not to real evidence. 
Furthermore, the taking of the detendant’s blood for 
an alcohol test in a medically approved manner did 
not constitute brutality or shock the conscience and, 
therefore, the defendant had not been denied due 
process of law. The question remains, continued 
the court, as to whether the taking of defendant's 
blood constituted an unreasonable search and sei- 
zure in violation of his constitutional rights. 
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It is obvious from the evidence that before the 
blood sample was taken at the request of the high- 
way patrolman there was reasonable cause to be- 
lieve that the defendant had committed the felony 
of which he was convicted, and he could have been 
lawfully arrested at that time. There is no claim 
that the defendant was not arrested within a rea- 
sonable time or that the arrest was not made on the 
basis of the facts known to the officer who investi- 
gated the accident. We must therefore presume, 
said the court, that there was a lawful arrest, in 
the absence of any showing to the contrary. Where 
there are reasonable grounds for an arrest, a reason- 
able search of a person and the area under his con- 
trol to obtain evidence against him is justified as an 
incident to the arrest, and such search is not unlaw- 
ful merely because it precedes, rather than follows, 
the arrest. Under the circumstances, a search, for 
example, of the defendant's pockets or his automo- 
bile to obtain additional evidence of the offense 
would have been proper, regardless of whether he 
consented thereto. The question to be determined 
here is whether the taking of a sample of his blood 
for an alcohol test was a matter of such a different 
character that it must be regarded as an unreason- 
able search and seizure. 

As we have seen, said the Supreme Court, the ex- 
traction of the defendant's blood was accomplished 
with medical precautions by a registered nurse, 
and it is settled that such conduct is not brutal or 
shocking. The defendant does not challenge the ac- 
curacy of the alcohol test, the court continued, and 
it merits emphasis that, while the accounts of eye- 
witnesses are often uncertain and conflicting on 
the issue of intoxication, blood alcohol tests are so 
subject to reliable scientific analysis that 23 states 
have enacted statutes sanctioning the use of such 
tests. Nor should it be ignored that a test of this 
kind may serve to exonerate, as well as to convict. 

The extraction of blood for testing purposes is, of 
course, an experience which, every day, many un- 
dergo without hardship or ill effects. When this 
fact, together with the scientific reliability of blood 
alcohol tests in establishing guilt or innocence, is 
considered in the light of the imperative public 
interest involved, the taking of samples for such 
test without consent cannot be regarded as an un- 
reasonable search and seizure where, as here, the 
extraction is made in a medically approved manner 
and is incident to the lawful arrest of one who is 
reasonably believed to have violated the law. We 
conclude, said the court, that there was no violation 
of the defendant's rights and that the results of the 
alcohol test were properly admitted in evidence. 
The judgment of conviction was accordingly af- 
firmed. People vy. Duroncelay, 312 P. (2d) 690 
(Calif., 1957). 
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MISCELLANY 


LEAD POISONING HAZARD FROM PAINT 
ON CHILDREN’S TOYS 


The American Academy of Pediatrics has long 
been concerned with the problem of lead poison- 
ing in children. Through their Accident Preven- 
tion Committee, they helped initiate the Z66.1 
project of the American Standards Association re- 
garding lead in paint and other coating materials. 
The Academy participated in preparing the ASA 
standards regarding lead in paint and approves the 
recommended standards issued by the ASA of 1% 
lead used in coatings for furniture, toys, and other 
articles that might be expected to come in frequent 
contact with children. 

The committee has taken note of and investigated 
the recent publicity given to reports of lead con- 
tent far exceeding 1% in the paint used on domes- 
tic and imported toys designed for small children 
(under 5 years of age) and distributed in the 
United States. Confirmation of concentrations well 
in excess of 1% lead in paints coating imported 
and domestic toys has been received. 

This subject was discussed informally at a meet- 
ing of representatives of poison contro] centers 
held in conjunction with the 26th Annual Meeting 
of the American Academy of Pediatrics in Chicago. 
Representatives of poison control centers in over 
39 cities were present. Verbal impromptu polling 
of all of these representatives failed to reveal any 
c: es of lead poisoning attributed to the ingestion 
cf paint from children’s toys. This included centers 
from the cities of New York and Cincinnati where 
careful exploration and epidemiologic studies of 
lead poisoning over a period of several years (in- 
cluding a series of 600 cases in New York City) 
had been done. 

The committee feels that lead poisoning is a sig- 
nificant health hazard. The over-all total deaths 
due to lead poisoning annually in the United 
States average 55 to 65. The major sources of lead 
in the cases where death from lead poisoning 
resulted in children have been traced to flakes 
of wall plaster, paint from ceilings, and woodwork 
repeatedly ingested over relatively long periods. 
The demonstrated existence of lead in the paint on 
children’s toys in concentrations substantially high- 
er than those recommended by the ASA may 
represent a potential hazard to the health of chil- 
dren. Preliminary investigation thus far reveals no 
evidence of any actual health injury from. this 
cause. The committee recommends that a further 
and more comprenensive investigation of this 1 sub- 
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ject be carried out and that a subsequent report be 
made in light of the findings of such an investiga- 
tion. 

Meanwhile the committee wishes to reemphasize 
the importance of a continuing process of careful 
study and planned control measures in the over-all 
field of lead poisoning. 

The committee recommends that the executive 
board release a statement on the above subject for 
the information and guidance of its members and 
of others concerned in the problem. 


FEDERAL MEDICAL-HEALTH SPENDING FOR 
FISCAL YEAR 1958 (JULY 1, 1957, TO JUNE 30, 1958) 


This is our fifth annual budget report in which are 
grouped together all federal health or medical programs, 
their objectives described and their cost to the U. S. taxpayer 
listed. At least 23 federal departments and agencies engage 
in some medical activity. Despite the “economy drive,” these 
programs approximate those of last year at about 2.5 billion 
dollars. 

The figures shown do not include all administrative costs. 
If a modest 2% increase is added to cover overhead, “cen- 
tral-service-type” costs, the totals would have to be in- 
creased by about 50 million dollars. 

This year we are appending to our report for the first 
time essential information on the amount of payments to 
disabled individuals where the federal government puts up 
all or part of the money (table 2). Disability benefits go to 
4.5 million persons. The total payments this year will exceed 
3.2 billion dollars. Some of this expense is wholly federal, 
some includes state funds, some employer contributions, and 
some employee contributions. Well over 80% of the entire 
amount is from U. S. general revenue. The remainder of the 
federal share is from social security and railroad payroll 
taxes. 

In evaluating this report, remember the 3.2 billion dollar 
figure includes matching amounts from nonfederal sources— 
the 2.5 billion dollar figure does not. 

We are grateful to federal program and budget officers for 
furnishing material for this report. 


TasLe 1.—Medical-Health Budgets of Federal Departments 
Agencies and Commissions for This Fiscal Y ear 


Agency Amount Pages 
Department of Health, Edueation, and Welfare.. $ 849,395,8¢ 3-9 
S49, $74'000 9-10 
Atomic Energy 40,085,000 12 
International © Administration........ 37,300,000 2 
Federal Health Program 
Department of Labor 


8,069,476 


1 
10,000,000 13 

1 

1 


National Seience 7,500,000 
Panama Canal Company & Panama 

Canal Zone Government... 5,988,300 14 
Department of Ls 3,837,850 14 
Distriet of Columbia... 3,700,000 14 
Federal Civil Defer xe Adininistration 3,100,000 15 
Department Of i. 911,300 15-16 
President's Committee for Employment of 

Office of Defense 77,000, 
Small Business 70,000 17 
National Advisory Comittee to Selective Service 19,000 17 
Office of the Attending Physician of Congress.... 12,145 17 
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DEPARTMENT OF HEALTH, EDUCATION, AND 
WELFARE ($849,395,800 ) 


Division of Hospital Facilities 


Total $122,650,000 


This division administers the federal aspects of both the 
original and expanded Hill-Burton programs. Total appro- 
priations are divided into the following four categories: 


Hill-Burton Original Program $99,000,000 


This appropriation, allotted to the states on the basis of 
population and per capita income, assists in the financing of 
new hospitals and related health facilities construction under 
the original Hill-Burton program. To date federal funds have 
partially financed approximately 3,170 projects, including 
145,400 hospital beds, 695 public health centers, 21 state 
health laboratories and something in excess of 100 nurses’ 
homes and training facilities. Since 1946, the inception of 
the program, federal contributions represent $852,000,000; 
when the sponsors’ share is included, the total is $2,687,- 
000,000. 


Medical Facilities—Category Program.................. $21,000,000 


The total allotted to the states this year on a population- 
per capita-income formula will assist in the financing of new 
construction under the 1954 amendments in four categories 
as follows: $6,500,000 for hospitals for the chronically ill and 
impaired; $6,500,000 for diagnostic centers, or diagnostic 
and treatment centers; $4,000,000 for nursing homes; and 
$4,000,000 for rehabilitation facilities. As under the original 
program, the federal share may range from one-third to two- 
thirds of the total project cost. As of July, 1957, a total of 
344 projects had been approved divided among the four 
categories as follows: facilities for chronically ill (71), diag- 
nostic-treatment centers (131), nursing homes (80), and 
rehabilitation facilities (62). 


Hill-Burton Administrative Expenses $1,450,000 


This appropriation is used for administration, including 
salaries and expenses for the hospital survey and construc- 
tion program for the federal headquarters and for eight 
regional federal offices. 


Research 


$1,200,000 


Authorized in 1949 but not appropriated until 1955 is this 
item for research, experiments and demonstrations on utili- 
zation of hospital services, facilities and resources. The bulk 
of the money is assigned as grants to states, universities, hos- 
pitals, hospital associations, professional associations, and 
community organizations and a small amount for direct re- 
search by the U. S. Public Health Service. 


National Institutes of Health 


Total $241,183,000 


National Cancer Institut $56,402,000 


About 65% of this appropriation is earmarked for grants to 
nonfederal individual investigators and private institutions 
for research and training. States receive $2,250,000 for can- 
cer control work. The balance is used for direct operations, 
salaries, supplies, and for this Institute’s share in the cost of 
operating the Bethesda (Md.) Clinical Center and related 
auxiliary services. 


National Heart Institut $35,936,000 


Grants to nonfederal individual investigators and public 
and private institutions for research and training take about 
75% of the appropriation. $2,125,000 is allocated to states 
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for heart disease control. The remainder is for direct opera- 
tions, such as salaries and supplies, and to support the Clin- 
ical Center. 


Mental Health Institut $39,217,000 


Approximately 80% of this appropriation is apportioned 
for research and training through grants to individual in- 
vestigators and public and private institutions. The sum of 
$4,000,000 is allocated to the states for community mental 
health services. The remainder will support direct operations, 
such as salaries, expenses and to help finance the Clinical 
Center and for related auxiliary research services. 


Arthritis & Metabolic Diseases Institute................ $20,385,000 


Grants to public and private investigators for research and 
training total 75% of this appropriation. The remainder will 
go for direct operations, such as salaries and supplies and 
Clinical Center support. 


Neurological Diseases & Blindness Institute........ $21,387,000 


Grants to public and private investigators and institutions 
for research and training total 75% of this appropriation. 
The remainder is for direct operations, such as salaries and 
supplies and support for the Clinical Center. 


Allergy & Infectious Diseases Institute.................. $17,400,000 


Research grants to public and private investigators for 
research and training amount to 60% of this appropriation. 
The remainder finances direct research and other related 
services of the Institute. 


Dental Health Institute $6,430,000 


This appropriation is divided as follows: (a) for research 
and fellowships, $3,825,000; (b) direct research at Bethesda, 
$1,184,000; (c) review and approval of research grants and 
fellowships, $102,000; (d) administration, $107,000; (e) 
technical assistance to states, $911,000; and (f) coordination 
and development of dental resources, $301,000. 


National Institutes of Health—General Funds......$14,026,000 


These funds are administered by the Division of Research 
Grants of the National Institutes of Health, with practically 
all funds being expended for research and training grants, 
with the exception of $2,105,000 for control of biologics 
(including polio and flu vaccine), which activity is under 
the Division of Biologics Standards. The balance goes toward 
supporting fellowships and administrative expenses relating 
to grants. 


Laboratory Research Construction (NIH ).......... $30,000,000 


There is available for planning and construction of re- 
search facilities $30,000,000, the authority for which is 
Public Law 835 (84th Congress). To be eligible for grants, 
the applicant must be a public or nonprofit institution de- 
termined by the Surgeon General, after consultation with the 
National Advisory Council on Health Research Facilities, to 
be competent to engage in the type of research for which 
the facility is to be constructed. This year will be the second 
full year of operation for this program. 


Water Pollution Control $47,500,000 


Under a new law enacted in 1956 (Public Law 660), the 
Federal Government makes grants for waste treatment plants. 
There was approximately $2.5 million left from last year’s 
$50,000,000 appropriated funds and the Congress has 
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authorized that these funds be carried into the current fiscal 
year. In addition, $45,000,000 was appropriated for fiscal 
1958. This will assure that the program will continue at the 
same level as last year. 


Hospitals and Medical Care $44,399,000 


These funds are used for operational costs and mainte- 
nance of PHS hospitals and health services in caring for 
American seamen, Coast Guard and Public Health Service 
personnel and their dependents, federal employees injured 
at work, leprosy patients and narcotic addicts; includes 
studies in the development and coordination of nursing 
resources. It also includes $1,000,000 for grants to Hawaii 
for care of patients suffering from leprosy and $3,000,000 
for nurse training grants. Not shown is approximately 
$3,000,000 additional income from other federal agencies for 
reimbursable items. 


Indian Health Activities $43,230,300 


Under Public Law 568 (83rd Congress), PHS assumed 
responsibility for the health of American Indians and natives 
of Alaska which formerly was a function of the Interior 
Department. The total is broken down as follows: hospital 
care in Indian hospitals, $23,153,000; contract patient care, 
$8,313,000; field health services, $6,536,000; program direc- 
tion and management services, $2,098,300; and moderniza- 
tion of hospitals and construction of facilities $3,130,000. In 
addition, the Indian health activities of PHS will receive 
approximately $740,000 as reimbursements from other gov- 
ernmental agencies for services rendered in PHS facilities. 


Assistance to States—General 


$22,592,000 


Grants totaling $15,000,000 will be available for allocation 
to the states in support of state and local general public 
health activities. These grants must be matched one state 
dollar for every two federal dollars. U. S. Public Health 
Service will spend $5,592,000 to provide technical assistance, 
consulting services to states, expenses of the National Office 
of Vital Statistics, international health a_ ivities, demonstra- 
tions, training activities, and operational expenses. A total of 
$2,000,000 will be available for grants to schools or direct 
traineeship awards to individuals for the training of profes- 
sional public health personnel. In this program, matching 
will be required. 


Sanitary Engineering Activities $12,640,000 


This program is made up of seven activities as follows: air 
pollution control, $4,000,000; water supply and water pollu- 
tion control, $6,500,000; radiological health activities, $395,- 
000; milk and food sanitation activities, $490,000; interstate 
carriers and general sanitation activities, $510,000; Sanitary 
Engineering Center research activities, $440,000; and ad- 
ministration, $305,000. 


Tuberculosis Control $7,000,000 


Grants to states for diagnostic and treatment clinics, mass 
case-finding and followup services account for $4,500,000, 
all of which has to be matched equally by the states. The 
remainder is for direct operations of PHS. 


Communicable Disease Control 


$6,250,000 


The entire appropriation is used for direct activities of the 
PHS Communicable Disease Center at Atlanta, Ga., and its 
affiliated operations. The Center carries on studies in epi- 
demiology, furnishes laboratory diagnostic services and 
sponsors special projects to assist states. 
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Office of the Surgeon General............:.ccccccccecseeteeees $5,100,000 


For administrative expenses of this office, including all 
housekeeping services, evaluation of public health needs, 
and personnel training. Included also is approximately 
$1,200,000 for administration of the National Health Survey 
Act authorized by Public Law 652 (84th Congress). 


Venereal Disease Control $4,415,000 


Of the total, $1,700,000 goes for direct grants to states for 
venereal disease detection, treatment and control on a 
special-need basis. The remainder is spent for technical 
assistance to the states, mostly to pay 247 federal employees, 
the majority of whom are assigned to state health depart- 
ments. 

Foreign Quarantine Service 


$3,876,000 


This service operates approximately 315 medical quaran- 
tine stations on borders of the United States. It also operates 
approximately 25 medical examination stations on foreign 
soil for the examination of aliens seeking visas to enter the 
U. S. Inspections are made of all seagoing vessels and air- 
craft entering the U. S. It is estimated that the Service will 
examine 3,000,000 aliens in this country and 225,000 abroad. 


Asian Influenza $2,800,000 


Direct appropriations to PHS amount to $800,000, most of 
which will be spent at the PHS Communicable Disease 
Center at Atlanta, or under its direction. These funds will be 
used to assist states in establishing programs for the control 
of this disease. Congress gave the Service contingent au- 
thority to use up to $2,000,000 from the President’s disaster 
relief fund in the event of widespread epidemic. The 
$2,000,000 is for supplies and materials and cost of ad- 
ministering programs by the states. If flu reaches major 
proportions, it is possible that part of these funds will be 
used to call up reserve public health officers to assist in con- 
trolling the disease. 


Alaska Health and Sanitation Programs................ $2,165,000 


This appropriation will be divided as follows: $638,000 
for grants to the Territory for public health services and 
$527,000 for research activities of the Arctic Health Research 
Center at Anchorage. The remaining $1,000,000 will be used 
to enable the Territory to pay for hospitalization for 
Alaska’s mentally ill at Morningside Hospital in Portland, 
Oregon. 


National Library of Medicine $1,450,000 


As a result of Public Law 941 enacted in 1956, the Army 
Medical Library has been renamed the National Library of 
Medicine and transferred to the Department of Health, 
Education, and Welfare. While a new structure has been 
authorized to house the Library, only operational funds and 
planning money have been made available by Congress for 
this fiscal year. 


Reimbursable Health Program for Other 


Governmental Agencies $475,000 


This represents the cost of services expected to be ad- 
vanced to Public Health Service by other governmental 
agencies for establishing and operating on-the-job clinics. 
PHS deals largely with Washington personnel, whereas 90% 
of the total number of government’s employees are located 
outside the greater Washington area. 
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Freedmen’s Hospital $3,000,000 


This institution with an average patient load of 328, plus 
32 new-borns, is a medical teaching facility and general 


hospital. Its patients are chiefly medical indigents from the ~~ 


District of Columbia and the adjoining area. The hospital is 
utilized for training of interns and residents, chiefly from 
Howard University and it has a nurses training school. A 
total of $4,121,000 is authorized for operating cost. All in 
excess of $3,000,000 (appropriated for fiscal 1958) are 
expected reimbursements from charges made to patients and 
payments made by the District of Columbia and other fed- 
eral agencies and from the counties surrounding Washington 
who utilize these facilities for welfare patients. Some super- 
visory functions over this program is vested in PHS. 


Howard University Approx. $1,136,000 


This University came into being shortly after the close of 
the Civil War because of the lack of higher educational 
facilities for Negroes. It is jointly supported by congressional 
appropriations and private funds and offers instruction in 
ten schools and colleges, including colleges of medicine, 
dentistry, and pharmacy. This year the University’s total 
operational budget is in excess of $7,000,000. Of this amount, 
the Federal Government will contribute $3,800,000 toward 
operational expenses, $150,000 for plans for construction, 
and $262,000 for additional equipment for the dental col- 
lege. The combined budgets for the colleges of medicine, 
dentistry and pharmacy will require approximately 19% of 
the University’s total budget. The entire student body of the 
University for 1957-58 will be approximately 5,200. There 
are 325 students enrolled in the college of medicine, 278 in 
the college of dentistry and 140 in the college of pharmacy. 
The federal contribution for direct current operations in the 
colleges of medicine, dentistry and pharmacy totals approxi- 
mately $874,000, according to the University’s treasurer. 
When the federal contribution for additional equipment for 
the dental college is added to this amount, the total identi- 
fiable federal contribution to health activities of the Univer- 
sity for this year becomes $1,136,000. 


St. Elizabeths Hospital $15,904,500 


St. Elizabeths provides treatment for several classes of 
mentally ill persons, including those residing in the District 
of Columbia, beneficiaries of the Veterans Administration, 
beneficiaries of Public Health Service, insane persons 
charged with or convicted of crimes in U. S. courts (includ- 
ing the Court of the District of Columbia), certain Ameri- 
can citizens found insane in Canada, the Panama Canal 
Zone and the Virgin Islands, certain foreign service person- 
nel, and members of the military services admitted to the 
hospital prior to July 16, 1946. Congress appropriated 
$3,085,800 to this institution for operational expenses, 
$55,000 for major repairs, and $180,000 for construction 
planning. Reimbursements from other agencies will approxi- 
mate $12,583,700. This hospital has an average daily patient 
load of 7,500. 


Bureau of Public Assistance 


(Medical Payments ) Approx. $150,000,000 


Out of a total budget of approximately $3,000,000,000 
(federal and state) for categorical public assistance pro- 
grams, officials of the Social Security Administration esti- 
mate that approximately 12.5% is now being devoted to 
health care of recipients. For all facets of living expenses and 
medical care, the total federal contribution this year will 
exceed $1,600,000,000. An estimated $380,000,000 of fed- 
eral, state and local funds is expected to be paid for medical 
and health needs of categorical recipients this fiscal year. 
$280,000,000 will be paid to vendors of medical care, such 


FEDERAL MEDICAL-HEALTH SPENDING 1999 


as physicians, hospitals, pharmacists, nursing homes, etc., of 
which $90,000,000 will be federal. It is expected that $100,- 
000,000 will be paid directly to recipients for their medical 
care needs. Of this amount, the federal contribution will be 
approximately $60,000,000. The U. S. share for both medical 
payments to recipients and to medical vendors will be about 
$150 million. 


Office of Vocational Rehabilitation $50,830,000 


Under the expanded Vocational Rehabilitation Act (Pub- 
lic Law 565, 83rd Congress), Congress this year voted 
$49,500,000 for grants to states and other agencies. This is 
divided as follows: (a) support of basic rehabilitation serv- 
ices including medical examinations, surgical and_thera- 
peutic treatment, hospitalization, prostheses, occupational 
tools and aids, vending stands, rehabilitation facilities, voca- 
tional training and funds for maintenance (based on per 
capita income and population as in Hill-Burton), $40,000,- 

; (b) extension and improvement of state programs, 
$1,500,000; (c) special grants to states or nonprofit organi- 
zations for projects designed to expand the rehabilitation 
program (2-1 federal-state matching), $3,600,000; (d) 
$4,400,000 is available for training of rehabilitation person- 
nel, including physicians, therapists, psychologists, counse- 
lors, medical and psychiatric social workers. In addition 
$1,330,000 is available for federal administrative costs. 


Children’s Bureau 


$32,300,000 


Operating under the Social Security Administration, the 
Children’s Bureau administers grants to states for maternal 
and child health, and crippled children’s and child welfare 
services. This year grant money totals $41,500,000, divided 
as follows: $16,500,000 for maternal and child health work: 
$15,000,000 for crippled children’s services; and $10,000,000 
for child welfare services. However, this last item has no 
medical significance and, therefore, it is not reflected in the 
total of $32,300,000. One-half of the federal funds for ma- 
ternal and child health and crippled children’s services is 
required to be matched dollar for dollar by the states. In 
addition the Children’s Bureau has $2,000,000 to finance 
investigating and reporting activities and to administer all 
the grants. About 40% of this amount is chargeable to the 
health and related activities of the Children’s Bureau which 
include administration of grants for maternal and child 
health and crippled children’s services and consultative 
services to state agencies and other public and voluntary 
agencies and organizations engaged in the provision of 
maternal and child health services. 


Federal Surplus Property 


Donation Program Approx. $15,200,000 


The Department of HEW has authority to make donations 
of personal property and transfer of real estate declared 
surplus by federal agencies for health needs. In the case of 
real estate, conditional title is vested in the transferee and 
then after a number of years of utilization of the property 
in accordance with imposed conditions the property can 
become absolutely vested. Recipients of personal property 
may be medical institutions, health centers, hospitals and 
clinics. Eligible donees of real property may be any institu- 
tions organized for health purposes, including those engaging 
in medical research. It is difficult to determine the exact 
value of property donated and transferred since accounting 
is on the basis of acquisition cost. Last year approximately 
$47,000,000 of personal property (acquisition value) was 
donated for health purposes which had a fair market value 
of approximately $14,000,000. During the same _ period, 
approximately $2,500,000 of real estate (acquisition value ) 
was transferred with a fair market value in excess of 


, 


$1,200,000. It is expected that the level of donations and 
transfers for the current fiscal year will be in line or slightly 
in excess of last year’s totals. 


Food and Drug Administrati $9,300,000 


For administering the Food, Drug and Cosmetic Act, 
Congress voted the above funds. FDA will also realize an 
estimated $1,200,000 from fees paid by industry for certifi- 
cation of biologics, insulin, ete. 


“U.S. Office of Education $4,000,000 


For a number of years the Office of Education has been 
making grants to states chiefly for vocational education. It is 
estimated that during the last fiscal year approximately 
$2,000,000 in grants was used to educate practical nurses. 
For this vear, the Office of Education has available $33,- 
750,081 for grants to states, of which $4,000,000 is ear- 
marked for the practical nurse training program. 


VETERANS ADMINISTRATION 
($849,374,000 ) 


In-patient Care in VA Hospitals® $657.07 1,000 


VA’s largest single medical expenditure covers in-patient 
care in 173 VA hospitals and provides for an estimated 
122.299 beds. At present VA reports an estimated daily 
patient load of 111,900, approximately 91.5% of bed 
capacity. The appropriation includes salaries of physicians 
and other personnel, medical rehabilitation of veterans, 
dietetic and nursing services, social services and_ special 
services, such as recreation and transportation of veterans. 


Out-patient Care® $79,000,000 


The bulk of this appropriation is for out-patient care in 
about 100 VA clinics. The remainder is earmarked for fees 
to physicians ($8,112,000) and dentists ($2,390,000) under 
the home-town care program. 


Modernization and Replacement Construction® $42,500,000 

This amount is for work on existing units where costs 
exceed $250,000 per project and equipment for new units. 
The money is available until expended. (See Alterations 


and Improvements item on next page for small projects. ) 


Domiciliary Care® 


$31,490,000 


Domiciliary care is being provided in 17 VA facilities for 
about 16,600 veterans who, while incapacitated for em- 
ployment, are not in need of full hospital care. VA also 
makes payments to 30 state veterans homes with a daily 
patient load of approximately 9,300. Payments this fiscal 
year are estimated at $6,446,000. Under Public Law 613 
(83rd Congress) federal contributions to these homes were 
raised from a maximum of $500 to $700 a year per patient. 
Contract Hospitalization® 


$13,389,000 


This appropriation finances an average daily patient load 
of roughly 3,000 veterans in federal hospitals other than 
VA and in state and municipal hospitals. Patients in federal 
non-VA hospitals are estimated at 1,324 and in nonfederal 
hospitals, 1,676. Mental cases make up the largest single 
category of contract cases. 


Medical Administration® 


$7,862,000 


To operate the VA Department of Medicine and Surgery 
in the central office and the seven area medical offices; in- 
cluded are salaries, travel and like expenses. 
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Medical Research® $11,344,000 


For research, mostly in VA hospitals. The Breakdown: 
general medical and surgical research, $5,970,700; atomic 
medical research, $1,945,000; prosthetics testing, $1,000,000; 
neuropsychiatric, $1,507,130; Tuberculosis, $846,670; other, 
$74,500. 


Alterations, Improvements and Repairs®................ $2,028,000 
For alterations, improvements and repairs to VA clinics 


and domiciliaries (costing less than $250,000 per project). 


Supply Depot Operations® 


$1,790,000 


For maintaining and operating supply depots handling 
the purchase, shipping and storage of medical supplies and 
equipment used by the Department of Medicine and Sur- 
gery. 


Medical Education and Training® $1,400,000 
For VA training programs for physicians and other VA 
personnel, in medical specialties and auxiliary services. 


Medical Care—Philippine Veterans $1,500,000 


Until 1960 the U. S. will contribute for the medical care 
of Philippine veterans. 


®In appropriating for VA, Congress stipulated that the funds were 
predicated on furnishing care and treatment for 140,800 beneficiaries 
during this year. This total of beneficiaries was arrived at by adding 
the estimated number of veterans to be cared for in VA hospitals, dom- 
iciliary facilities, contract hospitals, and state veterans homes. There 
is no way of estimating whether more or less patients than this total 
will be cared for during the year. If VA doesn’t furnish care at this 
level, its funds will be reduced proportionately. 


DEPARTMENT OF DEFENSE 
(Approx. $702,305,000 ) 


Army Medical Services® Approx. $270,700,000 


The estimated cost includes expenses normally associated 
with the operation of military hospitals and dispensaries, 
military and civilian salaries, medical supplies and equip- 
ment, utilities, communications, transportation, travel sub- 
sistence, maintenance and repair of buildings and grounds, 
expenses for construction, dependent medical care, medical 
education and training, medical research and preventive 
medicine. 


Air Force Medical Services?®................ Approx. $211,400,000 


The estimated cost includes expenses normally associated 
with the operation of military hospitals and dispensaries, 
military and civilian salaries, medical supplies and equip- 
ment, utilities, communications, transportation, travel sub- 
sistence, maintenance and repair of buildings and grounds, 
expenses for construction, dependent medical care, medical 
education and training, medical research and_ preventive 
medicine. 


Naval Medical Services® Approx. $220,100,000 


The estimated cost includes expenses normally associated 
with the operation of military hospitals and dispensaries, 
military and civilian salaries, medical supplies and equip- 
ment, utilities, communications, transportation, travel sub- 
sistence, maintenance and repair of buildings and grounds, 
expenses for construction, dependent medical care, medical 
education and training, medical research and_ preventive 
medicine. 
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Office, Asst. Secretary of Defense 


(Health & Medical) Approx. $105,000 


For salaries, travel and administration of this office, and 
for travel expenses and consultant fees for the Defense 
Department Civilian Health and Medical Advisory Council. 


®A Defense Department source gives this explanation: All dollar 
amounts are estimates and have been rounded because military appro- 
priations are not broken down into categories of medical expenditures. 
The estimated reduction in the total military medical program during 
fiscal year 1958 (down $88 million) is primarily attributable to: (a) 
a reduction in military strength and also fewer military dependents 
requiring care in military facilities, (b) a sharply reduced hospital 
construction program, and (c) employment of fewer medical personnel 
to take care of a smaller number of beneficiaries. It is estimated that the 
average daily patient load will be 2,000 fewer in military facilities due 
to the cut in military strength. Hospital construction costs during this 
fiscal year will be substantially less than last year. Most of this reduc- 
‘tion will affect the Air Force. It is estimated that in the combined 
military services in-patient hospital care this year will cost about $292 
million. Out-patient care, which will cost $166 million because of 
approximately 35,000,000 out-patient visits, excluding dental visits, 
reflects a reduction in workload because of reductions in military and 
dependent population. The over-all cost of dependent medical care 
for dependents in civilian facilities has been running slightly in excess 
of $5 million per month. It is estimated that it will cost approximately 
$62 million for the current fiscal year. 


ATOMIC ENERGY COMMISSION 
( $40,085,000 ) 


The Atomic Energy Commission’s Division of Biology and 
Medicine has about $7.9 million more than last year for 
research projects. This year’s total includes the following 
spending plans: cancer ($3,400,000), other medical 
($11,656,000), biological ($12,391,000), biophysical ($2,- 
159,000), development of new laboratory equipment 
($2,077,000), vocational and special training ($2,190,000), 
radioisotope distribution ($500,000), environmental science 
($3,677,000), and miscellaneous items ($2,035,000). 


INTERNATIONAL COOPERATION ADMINISTRATION 
( $37,300,000 ) 


Technical Cooperation Health Programs.............. $14,000,000 


The International Cooperation Administration through 
cooperatively financed programs is helping 37 countries, at 
their request, to improve their health and living conditions. 
The broad range of health projects falls into the fields of: 
(1) epidemic and infectious diseases (malaria, trachoma, 
small pox, typhoid); (2) environmental sanitation (safe 
water systems and sewage disposal); (3) development of 
rural health services and facilities (health centers, hospitals, 
clinics, laboratories); (4) the training of personnel both 
locally and in the United States; (5) the establishment and 
development of basic health training institutions (schools of 
nursing, schools of public health). 


Malaria Eradication Program $23,300,000 


The 85th Congress in the Mutual Security Act authorized 
United States participation in a world-wide malaria eradica- 
tion program not to exceed the amount indicated above. 


DEPARTMENT OF STATE 
($15,718,110) 


United Nations Children’s Fund..................cc0006 $10,000,000 


The United States’ share of the Children’s Fund is up 
about $300,000 over last year for a total of $10,000,000. 
The percentage of U. S. contribution to the total fund has 
dropped slightly from 57.5% to 55% because more nations 

ve been contributing. Last year there were 65 contribut- 
ing nations; this year there are 81. The fund is aiding 319 
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health and medical projects in 102 countries and territories, 
benefiting 52 million children and others. Last year the fund 
aided 3,200,000 children for yaws, vaccinated 16,000,000 
against tuberculosis, and protected 28,000,000 against ma- 
laria and other insect-borne diseases. 


World Health Org 


$4,200,110 


This country’s share of the WHO budget remains at one- 
third of the total of all member-nation contributions. Among 
the 84 countries agreeing to make contributions is Russia, 
which recently has become active. Last year WHO was 
sponsoring about 690 health projects in 94 countries and 
territories. WHO's overall budget is broken down this way: 
approximately 88% for operating programs, 10% for ad- 
ministration and salaries, and the rest for organizational 
meetings. WHO actually had two appropriations by the 
U. S. The first is for $3,867,610 for its general activities and 
a second, or supplementary, appropriation of $332,500 to be 
used to finance the Eleventh World Health Assembly of 
WHO in Minneapolis, Minnesota. 


Pan American Sanitary Bureau $1,518,000 


The U. S. is contributing approximately two-thirds of the 
Bureau’s regular budget which this year totals $2,300,000. 
In addition, this country hopes to allocate $2,000,000 for 
1958 malaria eradication programs which will come from 
ICA’s $23,300,000 (see page 12). The Bureau, in existence 
many years before WHO was organized, is the regional 
office of WHO for the Americas. The Bureau is sponsoring 
health programs in 20 Latin American countries, dependent 
territories of European powers in this hemisphere, and the 
U. S. 


FEDERAL EMPLOYEES HEALTH PROGRAMS 
(Approx. $10,000,000 ) 


Another health program, this one available to all federal 
civilian workers, provides limited services through health 
clinics. They are operated by federal agencies which employ 
300 or more persons in any one area. By regulation, maxi- 
mum cost of a health service cannot exceed $12 a year per 
employee, although special industrial conditions or minimal 
size units may warrant a higher ceiling. Services include 
treatment for on-the-job illness and physical examinations 
for employment. 


DEPARTMENT OF LABOR 
( $8,069,476 ) 


Bureau of Employees’ Compensati $7,500,000 


An estimated 2,400,000 federal workers are eligible under 
the Federal Employees’ Compensation Act for medical and 
hospital care, rehabilitation services, disability and death 
payments, funeral and burial expenses. For treatment of 
employees by private doctors and hospitalization in private 
facilities, the Labor Department has set aside $5,300,000 
this fiscal year, and for similar services in federal hospitals 
and clinics, $2,200,000. Expenditures for care by non- 
governmental physicians and in private hospitals has been 
increased by $400,000 over last year’s spending level. 


Bureau of Labor Standard $569,476 


For promotion of industrial safety, the bureau plans to 
spend $386,901, and for reemployment programs of the 
physically handicapped, $182,575. The agency develops 
standards for hazardous occupations, assists the states in 
accident prevention programs and assists states and unions 
in training safety personnel. 
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NATIONAL SCIENCE FOUNDATION 
( $7,500,000 ) 


The foundation’s over-all budget of $40,000,000 is the 
same as last year’s appropriation. The sum of $7,500,000 is 
earmarked for research grants in the biological and medical 
sciences. The Foundation provides support for basic scientific 
research, for training and education in the sciences through 
fellowships and programs to improve science teaching, and 
programs to improve exchange of scientific information. 


PANAMA CANAL COMPANY AND 
PANAMA CANAL ZONE GOVERNMENT 
( $5,988,300 ) 


The estimated total of $5,988,300 available for medical 
and health programs in connection with the operation of 
the Panama Canal is divided as follows: $5,521,100 for 
operation of three hospitals (total bed capacity of 1,031), 
one leprosarium (bed capacity of 120), one medical clinic, 
two dental clinics, and six first aid stations (available to 
Zone employees and dependents, certain military and other 
persons ); $467,200 for operating expenses of publie health 
activities, including sanitation and health director's office. 
Certain patients pay toward the cost of their medical care. 
These payments are returned to the Treasury, the total of 
which was not available. 


DEPARTMENT OF TREASURY 
( $3,837,850 ) 


The Bureau of Narcotics, operating within the Treasury 
Department, is primarily engaged in investigation, detection 
and prevention of violations of the federal narcotic and 
marihuana laws. Subsidiary functions are: (1) exercising 
control over the legitimate manufacture and distribution of 
narcotics within the U. S. through a quota-system and super- 
vision over approximately 302,000 qualified-registrants ( phy- 
sicians, pharmacists, dentists, wholesalers, etc.); and (2) 
training of narcotics law enforcement officers sponsored by 
local and state law enforcement agencies. Increased em- 
phasis is being placed on interstate and international sources 
of illicit supplies. 


DISTRICT OF COLUMBIA 
(Approx. $3,700,000 ) 


Only a rough estimation can be made of the federal 
contribution for health and medical programs of the District 
of Columbia. The total District budget for all governmental 
functions is in the neighborhood of $200,000,000. Congress 
has appropriated $20,000,000 for this year toward the cost of 
the District government or about one-tenth of the total. The 
District Health Department will expend $28,229,300. In this 
amount is included approximately $11,000,000 for care of 
the District’s insane in St. Elizabeths Hospital. Since such 
sum is shown in this report under St. Elizabeths Hospital, it 
is not used in computing the amount of federal contributions 
for the health needs of the District. The General Services 
Administration, an agency of the Federal Government, will 
expend $2,000,000 this year for construction of a D. C. 
hospital center. This latter amount, plus 10% of the total 


health expenditures in the District of Columbia (minus the 


$11,000,000 allotted to St. Elizabeths), totals approximately 
$3,700,000. 


FEDERAL CIVIL DEFENSE ADMINISTRATION 
( $3,100,000 ) 


Health and medical spending FCDA was drastically cur- 
tailed for the fiscal year 1958. Out of a total of $39,300,000 
for civil defense, approximately $3,100,000 will be made 


J.A.M.A., Dec. 14, 1957 


available for medical activities as compared with $49,810,- 
000 for medical activities in fiscal year 1957. This is prin- 
cipally due to the fact that no funds were appropriated for 
additional federal medical stockpiling in fiscal 1958; where- 
as, $47,000,000 was appropriated for this purpose last year. 
Funds for medical activities break down as follows: $1,700,- 
000 for matching funds to the states to help them maintain 
their medical stockpiles; $1,000,000 for research; and 
$400,000 for administrative costs. Not shown in the funds 
for medical activities is $3,300,000 appropriated for the 
warehousing and maintenance of the existing stockpiles. 


DEPARTMENT OF JUSTICE 
($1,796,000 ) 


The figure represents the Bureau of Prisons’ estimate of 
the cost of medical and dental services for over 20,000 
prisoners in 28 federal penal institutions. The bulk (about 
$1,694,000) goes to commissioned officers of the Public 
Health Service assigned to the prisons and to related civil 
service personnel for services that include psychiatric, medi- 
cal, surgical, nursing and dental treatment. Another ap- 
proximately $102,000 is earmarked for fees to 220 consul- 
tants in various medical specialties. 


FEDERAL TRADE COMMISSION 
($1,500,000 ) 


The Commission plans to spend about the same as last 
year for research, testing and compliance operations in the 
field of food, drugs, cosmetics and devices. This is nearly 
20% of the agency's total budget of $5,950,000. FTC is 
charged by Congress with the safeguarding of life and 
health of the public through the prevention of the dis- 
semination of false advertisements of various products. 


DEPARTMENT OF COMMERCE 
($911,300) 


Civil Aeronautics Administration 


$385,000 


Spending for the CAA flight safety program is divided as 
follows: $225,000 for salaries and administrative expenses at 
headquarters; $110,000 for similar expenses in regional 
offices; $50,000 for the CAA Medical Research Laboratory 
at Columbus, Ohio. Five medical officers in the field super- 
vise the periodic physical examinations required of com- 
mercial and private pilots. CAA has 1,807 designated med- 
ical examiners in the United States and overseas. A total of 
196,295 examinations were made last year and a similar 
number are expected to be made this year. For this service, 
pilots pay examining physicians directly. 


National Bureau of Standards $526,300 


The Bureau of Standards performs tests and engages in 
developmental research on its own initiative and at the re- 
quest of others. The Bureau will expend $127,900 of its own 
money this year as follows: $83,300 for diagnostic and 
therapeutic radiation research; $31,000 for audiometric cali- 
brations research; $13,600 for dental materials research. In 
addition the Bureau will receive $398,400 from other 
agencies, divided as follows: $45,400 for diagnostic and 
therapeutic radiation research; $125,000 for air pollution 
research; $48,300 audiometric research; $5,400 for cardio- 
vascular research and equipment development; $57,300 for 
anesthesiological and respiratory research; $83,000 for dental 
materials research; and $34,000 for metabolism process re- 
search. 
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CIVIL SERVICE COMMISSION 
( $387,000 ) 


The Commission’s total budget is $18,300,000, out of 
which about 2% goes to the medical division for salaries of 
eight physicians in Washington and eleven in the regional 
offices. The medical division’s duties include establishing 
and reviewing physical standards for all civilian jobs in the 
Federal Government, supervising and adjudicating disability 
claims for retirement, and setting professional standards of 
doctors and ancillary personnel to be employed in govern- 
ment. 


PRESIDENTS COMMITTEE FOR EMPLOYMENT 
OF PHYSICALLY HANDICAPPED 
($182,575) 


Projected spending is for salaries and administration in 
the development and promotion of educational programs 
among employers and the general public to stimulate em- 
ployment of qualified physically handicapped persons. It 
also entails expenses in connection with the National Em- 
ploy the Physically Handicapped Week. 


DEPARTMENT OF INTERIOR 
($154,950 ) 


The Bureau of Mines, operating within the Department 
of Interior has a total appropriation of $5,585,000 for this 
fiscal year. Identifiable health programs and expenditures 
are as follows: $41,000 for a program of silicosis prevention 
in mines; $99,000 for studies on natural and equipment fuel 
gases in mines and effect of radioactivity in metal mires; 
$14,950 for the salary of one physician on loan from PHS 
who directs the medical and health aspects of the Bureau's 
activity. 


OFFICE OF DEFENSE MOBILIZATION 
( $77,000 ) 


This office is responsible for policy, coordination and 
planning of the Federal Government's activities relating to 
the mobilization of health resources—health manpower, 
facilities, and supplies. This includes the responsibilities of 
the Health Resources Advisory Committee as well as of a 
newly established health division. 


SMALL BUSINESS ADMINISTRATION 
($70,000 ) 


The Small Business Administration provides financial assis- 
tance to hospitals, convalescent and nursing homes, medical 
and dental laboratories, and physicians for expenses, im- 
provements and general operations. Small Business Adminis- 
tration loans are of two types: participation loans, those 
made jointly with banks and other private lending institu- 
tions; and direct loans, where no participation is available. 
Since all loans must be of such sound value or so secure as 
reasonably to assure repayments, no program losses are an- 
ticipated. SBA officials estimate that administrative expenses 
for the headquarters and field offices will approximate 
$70,000, which is about one percent of the total administra- 
tive fund available for all lending operations. 


NATIONAL ADVISORY COMMITTEE TO 
SELECTIVE SERVICE 
($19,000 ) 


It is expected that, because of an abundance of volunteer 
physicians for military service, physician draft calls probably 
will not be made during the fiscal year. This reduces the 
responsibility formerly placed on the Washington head- 
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quarters of this advisory committee and on the 51 state and 
territorial committees. Last year Congress provided $180,000 
for salaries of the headquarters and state and _ territorial 
committees, but this year voted nothing. However, Selective 
Service from its funds has earmarked $19,000 to meet the 
salaries of a skeleton staff at headquarters (including the 
expenses of this national committee) and nominal expenses 
of the state committees. The National Advisory Committee 
has the responsibility of advising Selective Service on defer- 
ment policies for physicians in residencies, teaching positions, 
essential laboratory and clinical research and persons deemed 
necessary to protect civilian health at a time when draft 
calls are being made. The state and territorial committees 
assist the national committee. 


OFFICE OF THE ATTENDING PHYSICIAN 
OF CONGRESS 
($12,145) 


Since 1928, the Office of the Attending Physician of 
Congress has provided outpatient care for members of the 
House and Senate and their staffs. By an act of that year, 
the office has been filled by a medical officer of the United 
States Navy. Sole occupant of the post has been Rear 
Admiral George W. Calver (M. C.), U. S. N. Funds voted 
by Congress are for medical supplies and equipment and 
contingent expenses. Salaries of Dr. Calver, his assisting 
physicians and enlisted corpsmen are paid from Navy funds. 


TABLE 2.—Payments to Individuals Because of Disability 
Through Programs in Which the U. S. Government 
Participates (Fiscal Year Ending June 30, 1958) 

(not listed are small groups of beneficiaries of 
federal retirement systems other than civil service 
retirement, such as employees of TVA, Federal 
Reserve Banks, etc. ) 


Estimated Approx. 
Programs Beneficiaries Payments 
Veterans Benefits 
A. Service-Connected Disabilities........... 2,075,000" $1,440,000,0008 
B. Non-Service-Connected Disabilities...... 734,000 7.010,000) 0002 
Military Retirement Disability............... 79,000 205,000 000 
Federal Employees Compensation........... 110,000 21,500,000 


(These 3 progranis are fully financed by 
oe revenue of U.S. Admin. cost 
shown) 
Public 
A. Aid to Needy Permanently & Totally 


184,500,000° 
B. Dependent Children Aid 


(incapacitated tather segment).......... 633 0004 169,300,0004 
U. Civil Service Disability 8H 102,500,000 
(Publie Assistance 5d% U. 
45% states. Civil Service financed "ee 
U.S. & 50% employees. Admin. cost not 
shown in either program.) 
Social Seeurity—OASI Disability 
A. Disability Over Age GO. 1500008 175,000,000 
B. Childhood Disability Benefits®.......... 24,0008 18,000 000 


(These programs financed by OASI Pay- 
roll Tax) 
Railroad Retirement Disability 


. Permanent Disability for Regular Job.. 43,900 56,000 000 
B. Permanent Disability for All 
(This program finaneed by employers & 
employees. Not wh are minor admin. 
costs borne by U. 


* Number of persons & dollars in this program decreasing as bene- 
ficiaries die 

» This program is ine peeens rapidly; up $45 million since last yea 

© $98 million of this total is prov ided from U.S. funds. ‘Additional 
penetra admin. cost is yok $21.7 million (122%); U.S. share is $10.7 
m 

4 Provided to 146,000 families. $101.9 — of benefits is federal. 
Additional ad.nin. cost is $19.9 million (12%): U.S. share is $9.9 million. 

U.S. contribution program is S384 Additional admin. 

cost is $6.6 million (8.5%): U.S. share is 88 million. 

f von of persons ‘a this program inereased by 7,000 in last 12 
mont 
. 1:4, beneficiaries are estimated at mid-year; by 1 July 58 estimate 
200, 

h Eligibility based on disability incurred Ber age 18; the 24,000 
beneficiaries listed is at mid-year; by 1 July al will reach 37,000 

' No adjustment made for payments to a indie idual through more 
than one program. 
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MEDICAL FILM REVIEWS 


To Your Health: 16 mm., color, sound, showing time 10 
minutes. Produced in 1956 by Halas and Batchelor, Ltd., 
London, for the World Health Organization. Procurable on 
rental ($5.00) or purchase ($100.00), from Center for Mass 
Communication, 1125 Amsterdam Ave., New York 25. 


The purpose of this film is to create public under- 
standing and support for control programs for alco- 
holism, including education, treatment resources, 
and rehabilitation, and to stimulate discussion and 
questions. For background purposes in interpreting 
alcoholism, the use of alcoholic beverages is traced 
from earliest recorded history to the present. Under- 
scoring the medically accepted concept of the 
alcoholic as a sick person, the film points out that 
for some people alcohol serves as an anesthetic, 
blotting out feelings and tensions they have not 
been able to work ont in a constructive way. As the 
potential alcoholic goes from casual social drinking 
to compulsive uncontrolled drinking, he is shown 
as a person in need of skilled medical help and 
community aid in learning to become an effective, 
contributing member of society. The film is de- 
signed to initiate discussion under the leadership of 
a person who is familiar with the subject. Done 
entirely in animation, the film’s modernistic ap- 
proach is fascinating and effective. However, it is 
recommended with reservations for high school 
student audiences, since, in the first part of the film, 
drinking is made too attractive and appealing. The 
case of the moderate drinker should be explained 
in more detail. This film is suitable for showing to 
adult groups as a part of a program devoted to 
alcoholism. 


Are You Positive: 16 mm., color, sound, showing time 14 
minutes. Produced in 1957 by Ed Cullen Associates, New 
York, for and procurable on loan from the National Tuber- 
culosis Association, 1790 Broadway, New York 19. 


This is an entertaining film in animation dealing 
with prevalent superstitions, as well as common 
misconceptions, about tuberculosis. It was produced 
as a result of a recent national public opinion poll 
indicating that many people believed tuberculosis 
to be practically wiped out, although last year in 
the United States about 100,000 newly reported 
cases and nearly 15,000 deaths occurred. At least 2 
million people have, or have had, active tubercu- 
losis, a relapsing disease, and 55 million people are 
infected by tuberculosis germs, as indicated by 
positive tuberculin tests. This film is a part of a 
stepped up campaign of pubiic information and 
education to correct misconceptions and help com- 
munities in their continuing efforts for effective 
tuberculosis control by good medical care, by early 
means of detecting tuberculosis with mobile unit 
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surveys and tuberculin testing programs, and by 
adequate facilities for the treatment and isolation 
of tuberculosis. It is an excellently produced film 
slanted towards the general population and makes 
an excellent film for community health school meet- 
ings and general education. It should be of interest 
to all age groups. 


Death of a Cell: 16 mm., black and white, sound, showing 
time 14 minutes. Prepared in 1956 by Marcel Bessis, M.D., 
Paris, France. Procurable on loan from E. R. Squibb and 
Sons, Division of Olin Mathieson Chemical Corp., 745 Fifth 
Ave., New York 22. 


In this film, the clinician can see in dramatic 
continuous action the complex anatomic changes 
that occur in the death, produced by various mech- 
anisms, of cells. This is made possible by a com- 
bination of phase-contrast microscopy and _ time- 
lapse photography. This film does not attempt to 
cover the entire subject of cell death, but it does 
give examples of a new research technique in a 
field which is still largely unexplored. This is a com- 
pletely objective film of permanent value, and it is 
extremely instructive. The closing sequences are 
dramatic, especially those which show the pursuit 
of a doomed cell by a phagocyte and the cornering 
of a prospective victim by two cells that battle over 
its body. The effect of various damaging influences 
on leukocytes is shown clearly, convincingly, and 
with attention to minutest details. This film de- 
serves praise, and it will be of special value in teach- 
ing histology or cytology to medical students. It 
would also be valuable in high school or college 
courses in biology. 


End-to-Side Bypass Homograft Without Resection in 
Segmental Arterial Occlusion: 16 mm., color, silent, showing 
time 13 minutes. Prepared in 1956 by Harold Laufman, 
M.D., Robert Hohf, M.D., Victor Bernhard, M.D., and Otto 
Trippel, M.D., Chicago. Procurable on loan from Harold 
Laufman, M.D., 720 North Michigan Ave., Chicago 11. 


This film opens with arteriograms showing seg- 
mental occlusion of the femoral artery. The pathol- 
ogy is illustrated by means of animated arrows and 
titles. The film demonstrates step-by-step a tech- 
nique for the end-to-side bypass procedure to bridge 
the occlusion. Interspersed are colored drawings to 
illustrate technical points and to orient the viewer. 
A view of the patient three weeks postoperatively 
is also shown. This film provides an excellent illus- 
tration of a standard technique of femoral arterial 
bypass. The drawings and photography seem to 
illustrate the salient points very well. Since the 
follow-up of the patient only extends to three 
weeks, nothing can be said about percentage of 
results over a period of years. This will be a useful 
film for the training of residents in surgery and for 
the demonstration of the technical procedure to 
vascular and general surgeons. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Treatment of Eosinophilic Granuloma by Cortico- 
tropin: Report of 4 Cases with Disappearance of 
the Bone Lesions. A. Z. Flosi, L. M. Assis, W. Bloise 
and others. J. Clin. Endocrinol. 17:994-1001 (Aug.) 
1957 [Springfield, IIl.]. 


The authors present the histories of 4 patients in 
whom eosinophilic granuloma was localized in 
bony structures: the frontoparietal and parietal re- 
gions in the Ist patient, the parasagittal region in 
the 2nd patient, the jaw and a rib in the 3rd _pa- 
tient, and the back of the skull in the 4th patient. 
The diagnosis was verified by curettage of the 
lesions. Corticotropin was administered by intra- 
muscular injection in 3 of the patients and by 
intravenous drip in dextrose solution in the 4th 
patient. The first 3 patients received total doses of 
2.400 mg. over a number of weeks. Recession of 
the bone lesions following therapy was demon- 
strated in all cases by roentgenograms and in 2 
cases by histopathological findings. Corticotropin 
is an effective form of treatment for eosinophilic 
granuloma. 


Variation in the Duration of Survival of Patients 
with Acute Leukemia. B. \MlacMahon and D. For- 
man. Blood 12:683-693 (Aug.) 1957 [New York]. 


Surveys of the records of 34 Brooklyn hospitals 
and of selected hospitals elsewhere in New York 
City revealed records of 623 white patients diag- 
‘nosed as having acute leukemia during the period 
1943-1952. Diagnosis was established by marrow 
biopsy or autopsy in 79%. Date of death was 
known for 96%. Almost half of these patients died 
within 1 month of diagnosis, and 75% before the 
end of the third month. Ten per cent survived for 
6 months and 3% for 1 year. The mean interval 
between diagnosis and death was 2.4 months. Sur- 
vival after diagnosis was longer in the group of 
patients in whom the cell type was diagnosed as 
lymphocytic than in the group diagnosed as having 

The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 
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granulocytic leukemia. The percentage of patients 
surviving 3 months was also significantly higher in 
the group having lymphocytic than in that having 
granulocytic leukemia. Survival was almost twice 
as long for patients in the their first decade than 
for those in any subsequent age group. Survival 
was shorter for patients in whom the total white 
blood cell count taken at diagnosis was high. Dura- 
tion of survival after diagnosis increased with 
longer duration of symptoms prior to diagnosis. 
This suggests another limitation to the use for 
prognostic purposes of the interval between onset 
of symptoms and death. No relationship of survival 
to sex or ABO bléed group was detected. 


Therapeutic Results in Treatment of Hodgkin's Dis- 
ease with CB 1348 and R-48. A. Rottino. Blood 
12:755-765 (Aug.) 1957 [New York]. 


The authors report their experience with p-di- 
(2-chloroethyl)jaminophenylbutyric acid (CB 1348) 
and £-naphthyldichlorethylamine (Cloronaftina or 
R-48) when administered to patients with Hodgkin's 
disease. CB 1348 is a water-soluble, aromatic nitro- 
gen mustard. The authors used it in 31 patients 
with Hodgkin's disease who were under observation 
for 31 months. They ranged in age from 20 to 64 
years; 15 were men, and 16 were women. When 
therapy was begun 13 patients were in good condi- 
tion, 7 fair, 9 poor, and 2 were in the terminal 
stage. Two patients had had no previous therapy, 
1 had had radical neck surgery only, and 28 had 
previously received 1 or more of the following ther- 
apies: radiation, nitrogen mustard, triethylenemela- 
mine, Butozolidin, corticotropin, cortisone, and 
Meticorten. 

The authors used the second drug, R-48, Erysan, 
or Cloronaftina, in 22 patients, of whom 12 had re- 
ceived and become refractory to CB 1348. In 5 
instances diagnosis had been made recently and the 
patient had as yet received no therapy; 5 others 
had received x-ray, triethylenemelamine, or thio- 
tepa. Both CB 1348 and R-48 proved effective in 
some patients and ineffective in others. The majority 
of those who did not respond were in an advanced 
stage of the disease, though some others also failed 
to respond. No evidence obtained would indicate 
that either drug has promise as a life-prolonging 
agent, but each has value as a palliative, is easy to 
administer, and is relatively nontoxic. Both drugs 
had a therapeutic effect on subjective symptoms 
and enlarged lymph nodes. The rate at which signs 
and symptoms were brought under control was 
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not so rapid as that usually observed with bis nitro- 
gen mustard. The average remission lasted 
months. Hematological depression occurred late as 
a rule and was reversible upon discontinuance of 
the drugs. Both drugs appeared to produce the same 
effect at about the same rate, and the effect lasted 
for about the same length of time. R-48 proved ef- 
fective in some instances when CB 1348 had not 
been so, and CB 1348 sometimes induced a remis- 
sion when triethylenemelamine had failed. In some 
cases radiation therapy caused decrease in size of 
nodes when both drugs had been ineffective. 


Familial Ulcers, Mutilating Lesions of the Extremi- 
ties, and Acro-osteolysis. L. V. Bogaert. Brit. M. J. 
2:367-371 (Aug. 17) 1957 [London]. 


A particular form of familial dystrophy was ob- 
served by the author in a brother and sister. The 
early inhibition of growth and the nonmutilating 
osteolysis of the extremities, associated with mal- 
formation of the face, is stressed. The osteolysis of 
the extremities appeared at such an early stage that 
the miniature extremities were implanted on a body 
relatively well developed and proportioned. The un- 
dersized portions subsequently underwent trophic 
changes, involving the bones and the soft tissues. 
The parents emphasized the fact that the hands 
and feet of the brother and sister were similar to 
those of their other children up to the age of 3 
years and 6 months. At that time the digits became 
flexed and the fingers not only stopped growing but 
also decreased in length. The shrinkage of the 
bones was not accompanied by the elimination of 
sequestra through the ulcers. The disease involved 
the 4 extremities from the onset. Ulcers appeared 
later in friction areas on the soles of the feet, the 
result of faulty position of the twisted stump in the 
shoes. These ulcers were painful, but they healed 
within 1 month. Hands and feet of the patients were 
surprisingly adroit. They walked on their miniature 
feet, the tiny toes of which continued to be identi- 
fiable although reduced to the size of nipples. The 
girl could wash, and the boy was able to roll his 
cigarettes. The reduction in girth and length ex- 
tended cuff-like as far as the lower third of the 
forearm. The affected extremities showed no vas- 
cular disturbances. No disease is known in which 
arms and forearms as muscular as those of adults 
are provided with the wrists and hands of a 2-year- 
old child. The changes of the skin were a mixture 
of paper-like atrophy, keratosis, and bands of cy- 
anosis. The nails had been reduced to a thin film 
and their surfaces corresponded with the size of the 
fingers and toes. Obviously osteolysis of the extremi- 
ties had taken on such a grotesque appearance in 
these patients because it had occurred in infancy. 
Endocrinopathic and trophic changes of the soft 
tissues, stressed by other authors in adults, had also 
occurred in these patients. But these endocrine 


J.A.M.A., Dec. 14, 1957 


changes are inconstant, for sex characteristics in a 
brother and sister described by Hozay in 1953 
showed a development in keeping with their ages. 

Acro-osteolysis may be observed in an isolated 
state, or it may constitute an initial or late stage of 
hereditary degeneration. The disease may be con- 
genital and appear very early in life; it may be 
associated with extensive and complex lesions of 
the skin and with only slight neurological disorders. 
There are also cases of nonmutilating familial acro- 
osteolysis showing endocrine anomalies without 
neurological disturbances, but associated with 
changes in the soft tissues. These cases have not 
been definitely classified from the clinical point of 
view. Changes of the skin, muscles, and vessels as 
well as the endocrine constitution have not been 
taken into account in adopting the term acro- 
osteolysis. 


Polycythemia Associated with Renal Tumors. C. L. 
Conley, J. Kowal and J. D’Antonio. Bull. Johns 
Hopkins Hosp. 101:63-73 (Aug.) 1957 [Baltimore]. 


Polycythemia was observed in 4 patients who 
were found to have hypernephroma. In 3 the blood 
abnormality was recognized before the presence of 
the renal tumor was suspected. In each case a 
diagnosis of polycythemia vera was considered and 
in one instance seemed to be supported by the find- 
ing of a left upper quadrant mass which was mis- 
takenly identified as an enlarged spleen. The 
occurrence of gross hematuria eventually led to the 
discovery of the renal neoplasm in three patients. 
Other signs of polycythemia vera, such as leuko- 
cytosis, thrombocytosis, and splenomegaly, were 


not present. It seems quite possible that the poly- 


cythemia in these cases was secondary to the renal 
neoplasm. This point of view is supported by an- 
alysis of data from 14 similar cases previously re- 
ported. The occurrence of polycythemia in some 
patients with renal tumors is of special interest in 
the light of recent experimental observations re- 
lating the kidney to the production of an erythro- 
poietic substance. 


Serum Transaminase: Clinical Experience with 211 
Patients. L. D. Bunch, W. H. Archer and G. L. 
Norris. J. Kansas M. Soc. 58:513-523 (Aug.) 1957 
[Topeka]. 


The fact that serum glutamic oxalacetic trans- 
aminase (SGO-T) is elevated following acute myo- 
cardial infarction is well established. This enzyme 
is also increased in hepatic necrosis. Serum glutamic 
pyruvic transaminase (SGP-T) is not appreciably 
elevated following acute cardiac necrosis but is 
more sensitive than SGO-T in diagnosing acute 
hepatocellular damage. The authors report results 
of SGO-T and SGP-T determinations in patients 
with acute myocardial infarctions and diseases of 
the hepatobiliary system. They found that SGO-T 
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activity is moderately elevated after necrosis of the 
myocardium. The serum level does not increase 
until 4 to 6 hours after the attack and usually re- 
turns to normal in 2 to 5 days. That the elevated 
SGO-T value persists for such a short time limits 
the usefulness of the test as a diagnostic aid and as 
a guide to therapy. 

SGO-T and SGP-T determinations were greatly 
elevated in 10 patients with infectious hepatitis, 
SGP-T being more affected than SGO-T. With re- 
covery, the serum transaminase values gradually 
returned to normal and the changes in SGP-T (or 
SGO-T) corresponded more closely to the state of 
recovery of the patient than any of the other bio- 
chemical liver-function tests. SGP-T seems to be a 
sensitive test for the toxic hepatitis that can result 
from some medicaments. In 3 patients with ob- 
structive jaundice, SGO-T and SGP-T were moder- 
ately elevated. More data are needed to ascertain 
the usefulness of transaminase determinations dif- 
ferentiating between hepatocellular and obstructive 
jaundice, but preliminary results are encouraging. 
All other diseases of the hepatobiliary system stud- 
ied showed moderate elevation in SGO-T and/or 
SGP-T. This series included patients with cirrhosis, 
amebic abscess of the liver, and infectious mono- 
nucleosis with liver involvement. 


Clinical Significance of Serum Enzyme Alterations 
Associated with Myocardial Infarction. F. Wréblew- 
ski. Am. Heart J. 54:219-224 (Aug.) 1957 [St. Louis]. 


Experimental studies of coronary occlusion re- 
sulting from coronary artery ligation in the closed- 
chest dog and observations in human aduits with 
transmural myocardial infarction revealed that 
acute myocardial infarction is associated with alter- 
ations in the activity of serum glutamic oxalacetic 
aminopherase (transaminase) and serum lactic de- 
hydrogenase. These serum enzymes can be meas- 
ured readily by spectrophotometric and colorimetric 
techniques. From 6 to 12 hours after the onset of 
myocardial infarction there is a rise of 2 to 8 or 
even 10 times of the activity of the serum enzymes, 
with a maximum elevation within 24 to 48 hours. 
The peak rise in the serum enzymes is proportional 
to the extent of myocardial tissue necrosis. The 
serum enzyme changes are thought to be due to 
the loss of cardiac muscle enzyme from necrotic 
tissue into the circulation. In the presence of equiv- 
ocal electrocardiographic changes or tracings in 
which classic patterns of myocardial infarction are 
obscured, the rise in transaminase and lactic de- 
hydrogenase activity suggestive of infarction is an 
especially helpful diagnostic tool. The serum 
enzymes are altered in several other specific clinical 
settings, but the serial and quantitative serum 
enzymes changes are usually different from those 
observed in association with myocardial infarction. 
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Antihaemophilic Globulin Deficiency Associated 


.with a Capillary Defect. B. M. Fessey and M. J. 


Meynell. Brit. M. J. 2:391-393 (Aug. 17) 1957 
[London]. 


A capillary defect causing (1) increased bleeding 
time, (2) purpura, and (3) a positive tourniquet test 
and an antihemophilic globulin deficiency resulting 
in (1) easy bruising, (2) hemarthrosis, (3) defective 
prothrombin consumption, and (4) defective throm- 
boplastin generation were the abnormalities found 
in 3 patients: 1 brother, aged 17, and 2 sisters, 1 
who is 2 years old and the other who died at 11 
months. Increased clotting time was observed in 2 
of the siblings. There was no history of abnormal 
hemorrhage in other members of the family. The 
parents are normal, and 1 sister, 14 years of age, 
is alive and well. The disease may occur in either 
sex and has one constant laboratory abnormality, 
namely, a prolonged bleeding time. It consists of a 
capillary defect with failure of norma! contractility. 
The low antihemophilic globulin level gives rise to 
the need for differentiation from hereditary throm- 
basthenia or Glanzmann’s disease. This differentia- 
tion is of great importance to the patient, since 
management is influenced by the antihemophilic 
globulin deficiency. Fresh plasma or blood should 
be used when surgery is contemplated and bleeding 
is excessive. 


Primary Pulmonary Hypertension. H. Kuida, G. J. 
Dammin, F. W. Haynes and others. Am. J. Med. 
23:166-181 (Aug.) 1957 [New York]. 


Many cases of so-called secondary pulmonary 
hypertension are encountered in practically every 
catheterization laboratory. There is, however, a 
form of pulmonary hypertension in which one is un- 
able to incriminate any obvious etiological factor 
clinically even after careful scrutiny. Such cases 
have been considered to represent instances of pri- 
mary pulmonary hypertension. During the first 10 
vears that the authors used cardiac catheterization, 
they had the opportunity to study clinically and 
physiologically 4 patients with pulmonary hyper- 
tension which, by subsequent autopsy examination, 
proved to be of the primary variety, that is, pul- 
monary hypertension of unknown cause. They em- 
phasize the difficulties that may be encountered in 
ruling out certain causes of secondary pulmonary 
hypertension. All 4 patients were women, whose 
ages ranged from 26 to 42 years. The duration of 
symptoms from onset to death ranged from 312 to 
12 years. Exertional dyspnea of a progressive nature 
and fatigue were prominent symptoms in all. Syn- 
cope, cyanotic episodes, chest pain, cough, and 
edema were present less commonly and in varying 
combinations in each patient. Only 1 patient was 
detactably cyanotic, although 3 described cyanotic 
episodes; none showed clubbing, and 2 showed 1 
or more signs of peripheral congestion. 
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The clinical findings on cases reported in the 
literature as well as in the 4 patients presented here 
show a remarkable uniformity which, in the in- 
terpretation of the authors, is a reflection of the 
pulmonary hypertension. Thus, it is difficult, if not 
impossible, on clinical grounds alone to differentiate 
this lesion from any of the multitude of conditions 
in which pulmonary hypertension is a secondary 
concomitant. Cardiac catheterization has provided 
valuable information on the pathophysiology of pri- 
mary pulmonary hypertension and is of great value 
in differential diagnosis, particularly in excluding 
congenital heart disease. The abnormal hemody- 
namic phenomena that may be demonstrated by 
this technique are not, however, sufficiently specific 
to permit one to make a conclusive diagnosis. A 
definitive diagnosis is possible only by autopsy, and 
even here the exact mechanism may be difficult to 
define, although it is apparent now that many of the 
lesions in the pulmonary arteries represent the ef- 
fect of pulmonary hypertension. In the face of such 
diagnostic difficulties and because there is no satis- 
factory treatment for primary pulmonary hyper- 
tension, it is in the patient’s best interest that a 
search for a lesion that can be treated should not 
be abandoned. 


The Tetralogy of Fallot: The Variability of Its Clin- 
ical Manifestations. W. E. Holladay Jr. and A. C. 
Witham. A. M. A. Arch. Int. Med. 100:400-414 
(Sept.) 1957 [Chicago]. 


A wide range of clinical manifestations was 
found to be compatible with the diagnosis of 
tetralogy of Fallot in 32 patients—children and 
adults between the ages of 17 months and 64 years. 
The diagnosis was established by cardiac catheter- 
ization, angiocardiography, operation, and, in 6 
patients, autopsy. Both the intensity and the 
age of onset of cyanosis were extremely variable 
and appeared to be prognostically important. The 
intensity of cyanosis was proved to be dependent 
on the absolute quantity of unsaturated hemoglobin 
and not on percentage of saturation. In some pa- 
tients it was directly related to changes in periph- 
eral resistance caused by emotional disturbances, 
exercise, drugs, or unknown factors. Manifestations 
of cerebral hypoxia, such as mental retardation, 
syncope, or convulsions, were observed in 14 pa- 
tients in whom the course of disease was punc- 
tuated by episodic increases in cyanosis. The ab- 
sence of cyanosis in 4 patients suggested that the 
acyanotic tetralogy is not a rarity. 

Accentuated atrial waves which were seen and 
recorded from the jugular vein in 5 patients may 
serve as an important diagnostic aid. A syndrome of 
hypertension, left ventricular hypertrophy, conges- 
tive failure, and pronounced increase in the size of 
the heart was observed in 6 children. Five of these 
died. Infundibular stenosis was implicated in most 
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of them. Transient hypertension may also occur 
postoperatively. Murmurs apparently arose from 


_ either the obstructed pulmonary artery, the septal 


defect, or both locations. Auscultation and phono- 
cardiography revealed no “diamond-shaped” mur- 
murs typical of isolated pulmonary stenosis, but 
rather an early decrescendo murmur with infundib- 
ular stenosis and a late crescendo systolic murmur 
with valvular stenosis. Absence of murmurs sug- 
gested pulmonary atresia. Continuous murmurs 
arising from dilated bronchial arteries and para- 
sternal diastolic murmurs of uncertain origin were 
occasionally observed. The “coeur en sabot” (boot- 
shaped heart) represented the minority of cardiac 
shadows, usually occurring only in early childhood. 
Identifiable and even prominent main pulmonary 
arterial trunks were sometimes seen and suggested 
valvular pulmonic stenosis. Approximately 25% of 
the chest roentgenograms revealed normal or in- 
creased vascular markings. The pulmonary blood 
flow was low, normal, or even increased. 

Contrary to the usual description of well-marked 
right ventricular enlargement, definite abnormality 
of this shadow was not found in many cases. Hyper- 
trophy of the right ventricle may be so concentric 
that its fluoroscopic shadow is not distorted. The 
electrocardiogram, however, consistently indicated 
hypertrophy. Physical examination was also re- 
liable in this respect. The direction and magnitude 
of the trans-septal shunt is controlled by the rela- 
tive resistance to pulmonary and aortic outflow. 
Factors influencing these variables and the role of 
this concept in medical management are discussed. 


Chemotherapy in Endocarditis Lenta: Two-Year 
Follow-up Study of One Hundred Two Cases. 
W. J. Kaipainen and K. Seppala. A. M. A. Arch. Int. 
Med. 100:419-422 (Sept.) 1957 [Chicago]. 


Of 102 patients with subacute bacterial endo- 
carditis, 29 were treated with penicillin, a total dose 
of over 20 million units being administered. The 
remaining 73 patients were given penicillin com- 
bined with other antibiotics, mainly streptomycin. 
The survival rate in the group of patients treated 
with penicillin alone was 27.5% 1 year after the 
institution of the treatment. It was still 27.5% after 
2 years, and 24.1% at the end of 4 years. The sur- 
vival rate in the group of patients given combined- 
antibiotics treatment was 60.3% 1 year after the 
institution of the treatment and 43.9% 2 years after. 
Of the 102 patients, 40 (39.2%) were still alive at the 
end of 2 years. Three died before the follow-up 
study at the end of 4 years. Twenty-four patients 
were followed for over 4 years. The cause of death 
was heart failure, embolism, or, in 1 patient, uremia 
after clinical recovery from infection. The causes 
of death were identical in those who died during 
the course of treatment; in some of them infection 
persisted. One patient who recovered clinically 
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from the first infection was later reinfected and 
died 7 vears after the institution of the first course 
of treatment. 

If the therapeutic results of subacute bacterial 
endocarditis are evaluated clinically on the basis 
of removal of the infection, quite good results can 
often be expected. But if, in addition to the deaths 
from infection, those caused by heart failure arising 
from the healing of infection are taken into ac- 
count, the therapeutic results are considerably poor- 
er. One cannot claim certain recovery from this 
disease as long as the follow-up period is less than 
1 year. After 1 vear the infection has usually been 
overcome; the vegetations in the cardiac valves are 
organized, and hence no emboli can be released 
from them any longer. Patients with subacute bac- 
terial endocarditis may die later, but then the pos- 
sible role of this disease in the mechanism of death 
is more difficult to evaluate; death may be due to 
aggravated cardiac failure, to embolism which 
occurs in other heart diseases as well, and, less 
often, to renal insufficiency and reinfection. Rein- 
fection may arise from imperfectly healed vegeta- 
tions, or there may be a fresh infection, as possibly 
occurred in the patient who died 7 vears after the 
first course of treatment was begun. 


SURGERY 


Limitations of the Prophylaxis of Thrombosis and 
Embolism. P. Buser. Schweiz. med. Wehnschr. 87: 
1020-1022 (Aug. 3) 1957 (In German) [Basel, 
Switzerland]. 


In the surgical department with which the author 
is connected systematic prophylaxis against throm- 
bosis and embolism has been practiced since 1951. 
It has consisted in early rising after operation, 
bandaging and massaging of the legs in some pa- 
tients, and administration of anticoagulants. This re- 
port is concerned with the results obtained in 1956, 
when prophylaxis of thromboembolism was carried 
out according to definite rules. Prophylaxis was in- 
stituted in all patients over 25 years of age, not only 
in those who had undergone surgery but also in 
those tor whom prolonged bed rest was necessary 
(e. g.. because of fractures). An anticoagulant drug 
in the form of a coumarin preparation (Sintrom) was 
used in 700 patients. The prothrombin time was 
controlled with Quick’s method. A hemorrhagic 
tendency, particularly in hepatic disorders and after 
some operations such as gastrectomy or prostatec- 
tomy, made the use of a coumarin preparation or 
the early onset of anticoagulant therapy inadvis- 
able. In such cases anticoagulent therapy was post- 
poned to the 3rd postoperative day, which delayed 
adequate prophylaxis to the 5th day. To bridge this 
gap, Rappert’s suggestion to use a combination of 
panthesine and hydergine was followed. This com- 
bination was used in the form of infusions or of 
intramuscular injections in a total of 250 patients. 
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Observations on the 950 patients indicated that 
the prophylactic measures against thromboembol- 
ism reduced the incidence of fatal pulmonary em- 
bolism. However, the complete avoidance of 
implications seems impossible with anticoagulant 
therapy. The use of the methods available for pro- 
phylaxis, such as coumarin derivatives, heparin, 
heparinoids, and the combination of panthesine and 
hydergine, demands individualization. Each patient 
requires an individual dosage, and the drugs may 
eventually have to be combined. The author be- 
lieves that since the prophylaxis of thromboembol- 
ism requires great attention to detail it should be 
carried out in a special department. 


Bilateral Therapy for Unilateral Spontaneous Pneu- 
mothorax. I. D. Baronofsky, H. G. Warden, J. L. 
Kaufman and others. J. Thoracic Surg. 34:310-322 
(Sept.) 1957 [St. Louis]. 


Twenty-three men and 3 women between the 
ages of 18 and 47 years, most of them 25 years of 
age or younger, with unilateral spontaneous pneu- 
mothorax were subjected to bilateral thoracotomy. 
Exploration in 1 or 2 stages revealed bilateral blebs 
in 25 of the 26 patients. Intrapleural procedures 
which were done to prevent recurrence consisted 
of mechanical irritation accompanied by lobectomy 
and wedge or segmental resection in 6 patients; talc 
insufflation in 4; parietal pleurectomy with or with- 
out lobectomy, and wedge or segmental resection in 
15; and lobectomy and segmental resection in 1. The 
postoperative course was complicated by minor air 
leaks in 4 patients, wound infection in 1, and hema- 
toma in 1. More serious complications consisted of 
a severe bronchopleural fistula occurring in 1 pa- 
tient after an apical segmental resection and of 
postoperative hemorrhage from an intercostal vessel 
in another. Spontaneous pneumothorax is a serious, 
frequently recurrent disease that should be treated 
radically. The repeated finding of bilateral blebs 
supports the suggestion that bilateral therapy is 
justified. 


The Surgical Treatment of Chronic Progressive Pul- 
monary Histoplasmosis. ]. W. Polk and J. A. Cubiles. 
J. Thoracic Surg. 34:323-343 (Sept.) 1957 [St. Louis]. 


Fifteen male and 6 female patients, between the 
ages of 14 and 62 years, with chronic progressive 
pulmonary histoplasmosis underwent pulmonary re- 
section. The lesions were confined to the upper lung 
fields in 13 patients. Bilateral involvement was 
present in 4 patients. There was a destroyed lung 
in 1 patient. Twelve patients had fibrocavitary dis- 
ease, and | patient had a focalized coin lesion. Two 
other patients had solid lesions, but these were 
larger than the typical coin-like process. One pa- 
tient had a middle lobe syndrome, and 2 had bron- 
chiectasis. Two patients had marked cystic disease. 
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Eighteen patients had upper respiratory symptoms 
with cough as the predominating complaint. Three 
patients had no symptoms, and their disease was 
discovered by mobile x-ray survey. Seven patients 
had hemoptysis. Malaise and weight loss were also 
frequent complaints. Three of the 21 patients had 
pulmonary tuberculosis associated with pulmonary 
histoplasmosis. The histoplasmin skin test was posi- 
tive in 19 of the 21 patients. Histoplasma capsul- 
atum was found in the resected lung tissue or in 
the sputum of all the patients. Serologic studies 
were carried out in all the patients. Negative results 
were obtained from these studies before surgery in 
7 of the 21 patients; in 4 of the 7 the organism was 
cultured from the sputum before surgery, and in 
each patient the organism was cultured from the 
resected pulmonary tissue. Seventeen patients re- 
turned to normal life. The patient with the de- 
stroved lung remained in the hospital, and 3 
patients died. 

Pulmonary resection appears to offer the best 
results in the therapy of chronic progressive pul- 
monary histoplasmosis. It is now widely advocated, 
but further experiences, along with follow-ups, will 
be needed before final evaluation can be ascer- 
tained. Pulmonary histoplasmosis and tuberculosis 
occurring as coexisting diseases are not uncommon. 
Antituberculous therapy before the resection is in- 
dicated. The benefits of serologic studies are un- 
certain; the histoplasmin skin test seems to be more 
reliable as a diagnostic guide in attempting to prove 
the diagnosis of histoplasmosis. A wide variety of 
pathological manifestations of pulmonary _histo- 
plasmosis was observed. It is often impossible to 
differentiate these processes from those of pulmo- 
nary tuberculosis. Pulmonary histoplasmosis may be 
suspected in those patients in whom all attempts to 
prove tuberculosis have failed and in patients who 
had positive results from histoplasmin skin tests 
and in whom the clinical response to antibiotics for 
tuberculosis were not satisfactory. 


The Carotid Sinus and Myasthenia. |. Yoel and 
A. Alurralde. Presse méd. 65:1373-1375 (Aug. 10) 
1957 (In French) [Paris]. 


Patients with myasthenia gravis may be treated 
medically with certain drugs, notably neostigmine, 
designed to relieve the symptoms of the disease, or 
surgically, by thymectomy, designed to remove its 
presumed cause. The causative influence of the 
thymus, however, is open to question because some 
myasthenic patients present neither a persistent thy- 
mus nor a thymoma and others derive little or no 
benefit from thymectomy. Sympathectomy of the 
carotid sinus, which is a simpler and less hazardous 
procedure, has recently been tried with varying re- 
sults in patients with myasthenia. The beneficial 
effect obtained in some patients is attributed to a 
two-fold reflex mechanism: first, the changes pro- 
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duced by the operation in the gray nuclei of the 
base of the brain, and, second, the reflex action of 
the altered nuclei on the motor plates. 

Excellent results were obtained by the authors 
with this operation in 4 patients with severe myas- 
thenia gravis—apparently the first patients to be 
so treated in Argentina. Two were improved to 
such an extent that they may be considered cured, 
1 was greatly improved, and 1 improved. Carotid 
sinus denervation is contraindicated chiefly in pa- 
tients who are aged, or arteriosclerotic or who have 
an excessively high arterial pressure. The post- 
operative period in well-selected cases is simple and 
the patients do not require the special care that 
must be given after thymectomy. Complications 
will not occur if the proper technique is followed 
(preoperative procaine hydrochloride infiltration of 
the sinus, intervention in 2 stages, etc.). The oper- 
ation may well be used as a first procedure, even in 
patients with a persistent thymus or a thymoma, 
because it may provide adequate relief; but, even 
if it does not, no harm will be done and thymectomy 
can be performed later. 


Primary Granular-Cell Myoblastoma of the Bron- 
chus: Report of a Case with Resection. W. M. 
Hebert, R. H. Seale and P. C. Samson. J]. Thoracic 
Surg. 34:409-413 (Sept.) 1957 [St. Louis]. 


The authors report the case of a 36-year-old 
woman with primary granular-cell myoblastoma of 
the left upper lobe bronchus. The chief complaints 
were pain in the left side of the chest, wheezing, 
and fever. Chest roentgenograms revealed infiltra- 
tion in the left upper lobe. The findings were in- 
terpreted as atelectasis of the anterior segment. 
Bronchoscopy revealed slight induration around 
the orifice of the left upper lobe bronchus. The 
lower division was subtotally occluded by a pinkish- 
gray, irregular, slightly pedicled mass. The visible 
lumen of the lower division was 2 mm. in diameter. 
The remainder of the bronchial tree was essentially 
normal. A left posterolateral thoracotomy was done. 
A rubbery mass was palpated medially in the upper 
lobe, the hilar portion being more nodular. When 
the upper lobe was partially dissected out, a biopsy 
was taken anteriorly which showed a neoplasm and 
probably a myoblastoma. A lobectomy was there- 
fore performed. Examination of the resected speci- 
men confirmed the impression that the anterior 
segmental bronchus arose with the lower division 
and was totally obstructed by neoplasm, while the 
lingula was partially blocked. Pathologically there 
was a papillomatous lesion which extended into a 
peribronchial intrapulmonary Ivmph node as well 
as into the parenchyma of the lung for 1.8 cm. 

The patient is living and without symptoms or 
signs of recurrence 34 months after radical lobec- 
tomy. This is the first recorded case of lobectomy 
for granular-cell myoblastoma of the left upper 
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lobe bronchus and is the third reported case of 
myoblastoma occurring in a bronchus. While it is 
considered a benign tumor in general, there are no 
criteria by which to decide how malignant or 
benign the condition is as far as origin in a bronchus 
is concerned. In the present case, it was proved on 
examination to be at least locally invasive. Neces- 
sarily, therefore, prolonged observation is in order 
in an effort to answer this question. 


Chest Pain as the Only Symptom of Gastric Ulcer. 
A. Shedrow. South African M. J. 31:802-804 (Aug. 
10) 1957 [Cape Town]. 


The author presents the histories of 4 patients 
with gastric ulcer who had no symptoms of gastric 
disturbance except pain in the upper part of the 
chest. In 2 of the 4 patients the gastric ulcer was 
combined with a hiatus hernia. In 1 of these the 
ulcer was at the site of the herniation and was 
associated with esophageal fibrosis. The author 
agrees with those who regard hiatus hernia as sec- 
ondary to gastric disease. Gastric retention may 
‘rause reflux esophagitis and subsequent hiatus 
hernia. The symptoms of hiatus hernia may re- 
semble those of peptic ulcer. This is important in 
view of the fact that surgical intervention is often 
proposed. The author has seen patients who present 
themselves after the operation with the same symp- 
toms. A surgical attack on the hiatus hernia is not 
rational unless the gastric symptoms are treated 
first. The condition of the esophagus must also be 
considered, because it may be irregular and _ fi- 
brosed, making a surgical intervention impossible. 
The 2 patients without hiatus hernia had a gastric 
ulcer high on the lesser curvature. In 1 of the pa- 
tients the pain was very mild. The localization of 
the pain (high in the chest) and often its mildness 
should suggest immediate investigation for gastric 
ulcer and hiatus hernia. Otherwise valuable time 
may be lost. 


Peripheral Artery Grafting: Description of an Op- 
eration. P. Martin and H. Gaylis. Brit. M. J. 2:371- 
376 (Aug. 17) 1957 [London]. 


The results of peripheral artery grafting, derived 
from a series of 20 patients with atherosclerosis 
obliterans who were operated on between 1946 
and 1955 and from a series of patients operated on 
early in 1956, are reported. Autogenous vein grafts 
were used exclusively in the patients of the first 
series. The anastomosis was end-to-end above in 
15 patients and in 5 either end-to-side above and 
below or end-to-end above and end-to-side below. 
In none of these patients did the graft extend from 
the common femoral artery above to the distal half 
of the popliteal artery below. A short segment of 
thrombosed vessel was either excised or bypassed. 
All these patients were male. Their ages ranged 
from 46 to 72 years. Only 8 patients (40%) were 
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discharged from hospital with patent grafts. Three 
grafts (15%) were patent after one year and | re- 
mained patent after 3 years. Bypass grafts were 
inserted in 50 patients of the second series. Poly- 
vinyl sponge prostheses were used in 6 patients, 
autogenous vein grafts in 5, and arterial homografts 
in 47. The ages in this group of patients ranged 
from 49 to 79 years. 

Grafting should be considered in all patients 
suffering rest pain, incipient gangrene, or inter- 
mittent claudication. Age is no contraindication; 
the risk of an operation is not greater than that of 
an amputation. The end-to-side graft appeared to 
be the best one, probably because of the turbulence 
of blood flow induced at the site of the anastomosis. 
The graft should extend from the common femoral 
artery above to the distal part of the popliteal 
arterv below. The results show a success rate of 
80% for periods up to 18 months. Failure may occur 
from extension of the disease in the host arteries, 
from clotting in the graft. or from clotting at the 
site of anastomosis. 


The Aetiology of Dupuytren’s Contracture in East- 
ern Nigeria. |. H. Walters and A. Zahra. Tr. Roy. 
Soc. Trop. Med. & Hyg. 51:346-352 (July) 1957 
{London}. 


Contracture of the palmar fascia of Dupuytren’s 
tvpe was observed to be very frequent among the 
population of a group of villages in Eastern Nigeria. 
This observation was made during a mass treat- 
ment campaign against vaws, when 95% of the 
population filed past the examining team prior to 
receiving treatment with procaine penicillin. The 
contracture was commonly bilateral and symmetri- 
cal, and occurred in males and females. The inci- 
dence of the lesion by age groups in a_ total 
population of 10,992 was 1.6% in those between 2 
and 10 years of age, 5.7% in those between 11 and 
18, and 9% in those over 19 years of age. This high 
incidence of Dupuytren’s contracture was in strong 
contrast to its relative rarity in village communities 
25 miles south, where children under 16 were com- 
pletely free from it and its incidence in adults was 
only 0.5%. Direct trauma, a genetic predisposition, 
or drug intoxication could be discounted as factors 
in the causation of Dupuytren’s contracture. Be- 
lieving that endemic vaws plays a part, the authors 
carried out serologic investigations. These revealed 
that the patients with Dupuvtren’s contracture had 
significantly more intense seropositivity for yaws 
than did a control group. Among the inhabitants of 
a socially more advanced group of villages in the 
same district, in which the incidence ot yaws is 
low, the deformity is rarely found. On the epidemi- 
ologic and serologic evidence, it is considered that 
yaws is the predominant etiological factor in the 
development of Dupuytren’s contracture in this 
region. 
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NEUROLOGY & PSYCHIATRY 


The Role of Systemic Blood Pressure in Cerebral 
Circulation in Carotid and Basilar Artery Throm- 
boses: Clinical Observations and Therapeutic Im- 
plications of Vasopressor Agents. E. Shanbrom and 
L. Levy. Am. J. Med. 23:197-204 (Aug.) 1957 [New 
York]. 


There is a relationship between systemic arterial 
pressure and cerebral blood flow. Carbon dioxide 
and oxygen contents of the blood and the carotid 
sinus reflexes play a role in regulating cerebral cir- 
culation when there is an alteration in systemic 
pressure. The authors had an unusual opportunity 
to study in detail the precise relationship of body 
blood pressure to brain circulation in 2 patients in 
whom cerebral blood flow was impaired by ob- 
literative disease of the carotid or the basilar sys- 
tem. Detailed clinical and encephalographic studies 
were made. In 1 patient a minimum systolic pres- 
sure of 160 mm. Hg was necessary to prevent or to 
improve focal neurological symptoms. In the other, 
the critical level was 140 mm. Hg. These levels, 
maintained by potent vasopressor drugs, were con- 
sidered the minimum necessary to sustain adequate 
cerebral blood flow. Although vasopressor drugs 
are capable of producing constriction of cerebral 
blood vessels under normal conditions, the amount 
of vascular narrowing that can occur in arterio- 
sclerotic arteries is probably limited because of the 
rigidity of the vessel itself and because of the de- 
struction of its contractile tissue by the athero- 
sclerotic material. 

It is common practice to attempt to correct hypo- 
tensive states by the use of potent vasopressor 
agents, but such drugs are not generally employed 
unless the systolic blood pressure falls below a 
level of 100 mm. Hg. Since-the widespread use of 
potent antihypotensive drugs, such as the gan- 
glionic blocking agents, there has been a growing 
interest in the cerebrovascular changes which may 
occur during a state of “relative” hypotension. Re- 
cently a technique has been described for testing 
insufficiency of the basilar and carotid arteries by 
lowering blood pressure with a tilt table and 
recording electroencephalographic changes. It ap- 
peared that an induced fall of blood pressure av- 
eraging 43/19 mm. Hg may give rise to focal 
abnormalities, with slowing of the electroencephalo- 
gram, dizziness, confusion, and episodic syncope. 
It would appear, then, that in a patient with ob- 
literative disease of the carotid or basilar arteries 
the amount of blood which will flow beyond the 
narrowed blood vessel into the brain will depend 
directly on the pressure in the blood column. 
Actually this proved to be the case in the 2 patients. 
The possible beneficial effects of “stripping” of the 
carotid sheath are proved by the fact that 1 of the 
2 patients appeared to benefit from this denerva- 
tion procedure; when the authors subsequently 
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performed the operation in 2 other cases, again 1 
patient benefited from it. The effectiveness of this 
type of sympathectomy deserves further evaluation. 


Tuberculous Meningitis. G. D. W. McKendrick and 
R. J. Grose. J. Neurol. Neurosurg. & Psychiat. 
20:198-201 (Aug.) 1957 [London]. 


Tubercle bacilli were recovered from the cere- 
brospinal fluid of 54 of the 58 patients treated for 
tuberculous meningitis between July, 1952, and 
April, 1954. Organisms were seen on direct film in 
50 patients in addition to being cultured. Patients 
were classified on admission and placed in one of 
the following groups: group 1, slight or no menin- 
geal signs; group 2, meningeal signs but no focal 
signs—or at most involvement of 1 cranial nerve 
(disoriented patients were included in this group ); 
and group 3, either in coma or with gross focal 
signs, e. g., hemiplegia or multiple cranial nerve 
palsies. Treatment involved intramuscular and 
intrathecal injection of streptomycin with isoniazid 
(INH) being substituted for aminosalicylic acid. All 
of the patients received INH and intramuscular 
streptomycin for a minimum period of 6 months. 
The length of the intrathecal treatment was steadily 
reduced, some patients receiving 28 intrathecal in- 
jections at the end of the period instead of the 
previous minimum of 42. The criteria for stopping 
intrathecal treatment were as follows: (1) satisfac- 
tory physical and mental progress, (2) stationary 
or increasing weight, and (3) cerebrospinal fluid 
studies showing cells and protein steadily approach- 
ing normal and sugar above 40 mg. per 100 ce. 
of fluid. 

The majority of the patients were in the 2 age 
groups (up to 4 years, and 15-19 years) where pri- 
mary tuberculosis is known to be most serious. The 
importance of early diagnosis is shown in that there 
was only 1 death in patients in group 2 and none 
in patients in group 1. Cerebrospinal fluid analysis 
revealed a variation from 32 to 1,350 cells per cubic 
millimeter with the majority of cases in the 100-400 
range. No correlation was found to exist between 
the sugar level, the severity of disease, and the 
length of the history. Complications included 
cranial nerve palsy, paraplegia, spinal block, intra- 
cranial block, and blindness. Serious complications 
among the survivors were few; 47 of the 58 patients 
(81%) recovered, and only 5 patients remained with 
a disability sufficient to interfere with their leading 
a normal life. 


Involvement of the Nervous System in Behcet's 
Syndrome: Report of 3 Cases and Isolation of Virus. 
A. D. Evans, C. A. Pallis and J. D. Spillane. Lancet 
2:349-353 (Aug. 24) 1957 [London]. 


Behcet's syndrome is characterized by recurrent 
iritis, recurrent ulceration in the mouth and on the 
genitalia, and occasionally such findings as throm- 
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bophlebitis, erythema nodosum, acne, furunculosis, 
arthralgia with or without hydrarthrosis, and ocular 
disorders (keratitis, conjunctivitis, and hemorrhages 
into the retina or vitreous matter). The syndrome 
is usually of a benign nature, although somewhat 
painful on occasion. It proves fatal only when the 
nervous system is involved. A 47-year-old man was 
found to have recurrent iritis (bilateral) for 4 years, 
keratitis, recurrent ulceration of genitalia, legs, and 
forearm for 10 months, flexor spasms, retention of 
urine, a plasma fibrinogen level of 700 mg. per 100 
ml., myelographic features of arachnoiditis, a his- 
tory of cystotomy, and a cerebrospinal fluid form- 
ing gel (protein 5,200 mg. per 100 ml.). The patient 
died of pyelonephritis 1 year after the appearance 
of the first neurological disturbance. The 2nd pa- 
tient, a 44-year-old man, had recurrent ulceration 
of mouth and genitalia for 15 years, progressive 
stiffness of the right arm and both legs for 18 
months, intellectual deterioration, Parkinsonian 
features, pathological laughter and crying, dys- 
arthria, spastic tetraparesis with predominate rigid- 
ity, nystagmus, gaze paresis, a cerebrospinal fluid 
protein level of 90 mg. per 100 ml., 6 cells per cubic 
millimeter (50% polymorphs), and a plasma fibrino- 
gen level of 800 mg. per 100 ml. The patient died 
of bronchopneumonia 2 years after the appearance 
of the first neurological symptoms. The 3rd patient, 
a 22-year-old woman, gave a history of recurrent 
oral ulceration (7 years) and vulval ulceration (5 
years), furunculosis, intermittent blurring of vision, 
bilateral vitreous haze, variable bilateral central 
scotomas, attacks of conjunctivitis, intermittent 
pyrexia, and pleocytosis (no evidence of menin- 
gitis). No neurological disturbances were manifest 
in this patient, and no mention is made of follow-up 
or subsequent disease course. Approximately 0.2 
ml. of aqueous fluid was obtained for culture from 
the anterior chamber of the left eye of this patient. 
In 1 of 15 injected hen’s eggs intense congestion 
of the chorioallantoic membrane and scanty pock 
formation (5 mm. in diameter) were seen. The virus 
strain was established by passage of the ground-up 
infected chorioallantoic membranes. 


GYNECOLOGY & OBSTETRICS 


Carcinoma of the Cervix Among Residents of East 
Baton Rouge Parish: 1. Influence of Selected Fac- 
tors on Morbidity. C. M. Dougherty, H. L. Hitt and 
C. M. Tolbert. J. Louisiana M. Soc. 109:287-292 
(Aug.) 1957 [New Orleans]. 


This report deals with the influence of race, age, 
marital status, and parity on the occurrence of car- 
cinoma of the cervix and shows the rate of appear- 
ance of this disease. An idea of this rate is necessary 
in estimating the effectiveness of cancer detection 
measures and of cancer prophylaxis and treatment. 
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East Baton Rouge Parish is a fairly large, populous 
area with a self-contained medical establishment. 
Nearly all instances of carcinoma of the cervix oc- 
curring in its population are managed in Baton 
Rouge and in Charity Hospital in New Orleans. A 
study was made of all known instances of carcinoma 
of the uterine cervix in East Baton Rouge Parish 
during the period 1951-1956. There were 172 diag- 
nosed cases. The rate of occurrence was 28.3 cases 
per 100,000 female population. The rate of occur- 
rence in nonwhites was 34.2. This is significantly 
higher than the rate of 25.2 in white women. There 
was a steady increase in rate of occurrence of cer- 
vical cancer with increasing age. This finding is a 
variance with other research, but it was found to 
be significant in this study. Carcinoma of the cervix 
is proportionately almost 8 times as frequent in 
married women as in single women. It is approxi- 
mately 4 times as prevalent among parous as among 
nulliparous women. 


Toxaemia of Pregnancy Treated with Progesterone 
During the Symptomatic Stage. K. Dalton. Brit. 
M. J. 2:378-381 (Aug. 17) 1957 [London]. 


The similarity between premenstrual syndrome 
and toxemia and the fact that treatment of the 
former with progesterone relieved the symptoms 
and even prevented the development of edema, 
hypertension, and albuminuria in the premen- 
struum suggested the attempt to arrest full develop- 
ment of toxemia in patients with early minor 
symptoms of this condition by administering large 
doses of progesterone. Progesterone-responding 
symptoms of 136 patients were nausea and vomit- 
ing, lethargy, headache, irritability, backache, 
vertigo, fainting, and paresthesia. An initial dose 
of 100 mg. of progesterone in oil solution was used. 
If the symptoms were not relieved 2 days after 
treatment was started, it was assumed that they 
were not related to early toxemia. It was noted that 
about 72% of patients with progesterone-responsive 
symptoms had complained of 3 or more unrelated 
symptoms. These combinations of varied symptoms 
were all relieved by progesterone. This fact sup- 
ports the theory that such symptoms arise from 
deficiency of progesterone or a progesterone-like 
substance. The dosage should be high enough to 
bring continuous and complete relief and low 
enough to avoid symptoms of overdosage, which 
manifests itself first as dysmenorrhea-like pains re- 
sembling false labor. Euphoria is a sign that the 
dose is too high and should be reduced. Proges- 
terone treatment was instituted during the early 
months and in many cases discontinued after the 
4th or 5th month of pregnancy. The prophylactic 
treatment with progesterone achieved worth-while 
results by reducing the incidence of toxemia from 
9 to 2.1%. 
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Demonstration of Toxoplasma in Amniotic Fluid: 
Preliminary Report. L. Schmidtke. Deutsche med. 
Wehnschr. 82:1342 (Aug. 16) 1957 (In German) 
[Stuttgart, Germany]. 


Serologic tests, complement-fixation reaction, and 
the Sabin-Feldman test are not always adequate 
for the diagnosis of toxoplasmosis. These reactions 
may be negative during the acute stage of the 
disease, and the formation of antibodies may be 
delayed. The demonstration of the parasites by 
inoculation into animals is the only reliable method 
for the diagnosis of toxoplasmosis. As a rule the 
spinal punctate of the patient is inoculated intra- 
peritoneally into mice. Although the animal test 
requires from 4 to 6 weeks, it should not be dis- 
pensed with. The author succeeded in culturing the 
parasite from body fluids with the aid of animal 
tests in 7 of 11 patients with toxoplasmosis. 

Two of these patients deserve particular atten- 
tion. The first was a 4-mouth-old boy with hydro- 
cephalus, in whom the animal test demonstrated 
Toxoplasma parasites in the fontanellar punctate 
while the spinal punctate and the Sabin-Feldman 
test were negative. The second patient was a 26- 
vear-old woman who seemed healthy but who had 
had 2 stillbirths, the second one having been an 
anencephalus. The increased incidence of congeni- 
tal deformities in the maternity ward induced the 
gynecologist to test the amniotic fluid and blood of 
this patient by inoculation into mice. The Toxo- 
plasma parasite was demonstrated in the amniotic 
fluid in the second mouse passage, while the Sabin- 
Feldman test was negative. This is the first report 
of the detection of Toxoplasma gondii in amniotic 
fluid. The author concludes that, if toxoplasmosis 
is suspected, not only the spinal fluid but also the 
amniotic fluid and the fontanellar punctate should 
be examined. 


PEDIATRICS 


Primary Pulmonary Hypertension. H. S. Rosenberg 
and D. G. McNamara. Pediatrics 20:408-415 (Sept.) 
1957 [Springfield, IIl.]. 


The authors report a case of primary pulmonary 
hypertension in a 4-month-old female infant with 
progressive dyspnea, cough, and failure to gain 
weight. There was marked accentuation of the 
second pulmonic sound and no significant murmur. 
The electrocardiogram was interpreted as showing 
right ventricular hypertrophy. Chest roentgeno- 
grams revealed unusual clarity of peripheral lung 
fields and prominence of hilar vessels. Cardiac 
catheterization revealed pulmonary hypertension 
but no left-to-right intracardiac shunt. Two days 
after the catheterization procedure, which the pa- 
tient withstood well, she suddenly had a severe 
spell of paroxysmal dyspnea, and death occurred 
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within 10 minutes. Autopsy revealed right ventric- 
ular hypertrophy and a striking thickening of the 
walls of the small muscular arteries of the lung. 
The increase in size of the medial layer of these 
vessels was due to an increase in number of smooth 
muscle fibers. The walls of the larger vessels were 
normal. The vascular changes observed in this pa- 
tient were indistinguishable from those seen in the 
normal newborn infant and in patients with certain 
varieties of secondary pulmonary hypertension, 
such as is associated with coarctation of the aorta 
with a distal patent ductus arteriosus, Eisenmenger’s 
complex, congenital mitral stenosis, and cor triatria- 
tum. Although the clinical diagnosis can be sus- 
pected, the definitive anomaly can be determined 
only at autopsy. 


Chédiak-Higashi Syndrome: A Lethal Familial Dis- 
ease with Anomalous Inclusions in the Leukocytes 
and Constitutional Stigmata: Report of a Case with 
Necropsy. W. L. Donohue and H. W. Bain. Pedi- 
atrics 20:416-430 (Sept.) 1957 [Springfield, IIl.]. 


Chédiak, of Havana, Cuba, first described a fatal 
familial blood disease which occurred in 4 of 13 
siblings of a white family in Cuba. The disease was 
characterized by unusual anomalous granulations 
or inclusions in various types of leukocytes and 
their precursors. Independently, Higashi reported 
the same condition in 4 of 7 siblings of a Japanese 
family. All of the 8 children, some boys and some 
girls, in the 2 families who had the disease died 
before they reached the age of 7 years. In both the 
Cuban and the Japanese families, the parents were 
related. Autopsy was not performed in any of the 
8 children. The authors describe the occurrence of 
the same abnormal changes in the peripheral blood 
and in bone marrow preparations of a 3-year-old 
Canadian girl, the first-born child of an English 
father and a French-Canadian mother who were 
not related and who, like their second-born female 
infant, were normal. The patient died at the age 
of 4 years and 5 months, and autopsy was per- 
formed. 

The clinical features of the Canadian girl were 
essentially similar to those described by Chédiak 
and Higashi, and the hematological findings were 
identical. The cardinal clinical features consisted 
of disturbances of pigmentation as evidenced by 
partial albinism (which was not present in the 
Canadian girl) and excess pigmentation on exposed 
or other parts of the body, particularly after ex- 
posure to sunlight; photophobia to direct light; 
predisposition to pyogenic infections; excessive 
sweating; pale fundi oculi; enlargement of spleen 
and liver, particularly the former; possibly de- 
creased lacrimation; and generalized lymphadeno- 
pathy, which may be more related to the repeated 
infections than to the disease itself. The hematolog- 
ical findings consisted of anemia, neutrophilic 
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leukopenia, and thrombocytopenia. After the pe- 
ripheral blood samples were stained according to 
Romanovsky’s method, bodies of Déhle type were 
observed in the polymorphonuclear leukocytes and 
bright-red staining “inclusions” in the lymphocytes. 
Most of the myeloid cells in the marrow prepara- 
tions showed marked changes, with aggregates of 
bright-red-staining granules forming clumps or 
“inclusions,” seen with the aid of oxidase and peri- 
oxidase stains. Microscopic examination in the 
course of autopsy showed extensive extramedullary 
hematopoiesis. There was also observed a peculiar 
type of “encephalomyelitis” with minimal amounts 
of demyelinization and paucity of stainable fat; the 
associated inflammatory cells were chiefly microglia 
and lymphocytes. These changes occurred probably 
secondary to a chronic degenerative process. Be- 
cause of the occurrence of healthy and affected 
siblings in the Cuban and Japanese families in 
combination with healthy parents, it is reasonable 
to suppose that both parents of affected children 
carry a recessive gene for this anomaly and that 
children with the constitutional stigmas represent 
the homozygous state. There is apparently no sex- 
linkage. 


Salmonella Osteomyelitis and Abnormal Hemoglo- 
bin Disease. H. K. Silver, J. L. Simon and D. H. 
Clement. Pediatrics 20:439-447 (Sept.) 1957 [Spring- 
field, Tll.]. 


The authors report 2 cases of Salmonella osteo- 
myelitis and abnormal hemoglobin disease, one in 
an 11-year-old white boy of Sicilian parentage with 
combined sickle cell-Mediterranean anemia, and 
one in a 3-year-old Negro girl with hemoglobin C-D 
disease. The case of the boy is the first reported 
instance of Salmonella osteomyelitis occurring in a 
patient with a mixed heterozygous hemoglobin dis- 
ease. The patient had splenomegaly, moderate 
anemia, severe anisocytosis, poikilocytosis, and 
polychromia, with moderate numbers of target cells 
and sickling of 50% of the erythrocytes. Since the 
age of 3% years he had several attacks of fever and 
pain in the back and abdomen which may have 
been manifestations of hemoloytic crises. Salmo- 
nella enteritidis septicemia occurred at the age of 
11 years and was complicated by hemolytic anemia, 
pleural effusion, peripheral neuritis, widespread 
osteomyelitis and a splenic abscess which was 
treated by splenectomy with subsequent develop- 
ment of a Salmonella wound abscess. The patient 
also had thrombocytopenia and leukopenia which 
were either secondary to antibiotic therapy or due 
to a possible temporary “aplastic crisis.” He gradu- 
ally recovered after a prolonged and stormy illness. 

The Negro girl was known to have congenital 
’ heart disease, but anemia had not been manifest. 
At the age of 3 years, she became acutely ill and 
had Salmonella typhimurium septicemia with the 
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subsequent development of osteomyelitis of the left 
humerus and both tibias. Electrophoretic studies of 
the blood obtained from the patient and her parents 
indicated that she had hemoglobin C-D disease. 
The patient’s peripheral blood contained 10% target 
cells with moderate anisocytosis, poikilocytosis, and 
decreased fragility of the erythrocytes, but no sick- 
ling. This case of Salmonella osteomyelitis is the first 
observed in a patient with an abnormal condition 
of hemoglobin without sickling. Twenty-four addi- 
tional cases of Salmonella osteomyelitis and abnor- 
mal hemoglobin disease were collected from the 
literature. The patients were children or young 
adults. There was no definite sex predominance. 
The race of the patients was Negro in all cases in 
which it was stated. 

One of the various explanations that have been 
presented to account for the increased incidence 
of Salmonella osteomyelitis in patients with abnor- 
mal hemoglobin disease is that the causative organ- 
isms may lodge in the bone marrow after Salmonella 
septicemia and remain in a latent parasitic state for 
many weeks or months. In most patients the natural 
defenses of the body eventually destroy these or- 
ganisms, but in certain cases if local factors such 
as infarction, thrombosis, and necrosis were to 
occur, there would be a greater possibility that 
osteomyelitic lesions would develop. As these pre- 
liminary changes may occur in some patients with 
certain abnormal hemoglobin diseases, the likeli- 
hood of secondary development of infection of the 
bones is enhanced. Another factor which may cause 
an increased incidence of Salmonella osteomyelitis 
in patients with a primary abnormal hemoglobin 
condition may be that the causative agent is more 
likely to localize in tissues with poor vascular sup- 
ply, so that antibodies and administered anti- 
bacterial agents will not have an opportunity to 
counteract the infection. 


Fatal Infections Due to Candida in the Newborn 
and Infant: Six Anat histological Observations. 
C. Nezelof and S. Sarrut. Semaine hop. Paris 33: 
2949-2958 (Aug. 10-14) 1957 (In French) [Paris]. 


The authors report on patients with fatal monilia- 
sis (candidiasis). The incidence of fatal cases is 
rather high in the newborn and the infant, since 
autopsies showed the presence of this disease in 6 
patients within a period of 18 months. The most 
striking feature of these cases was the early age at 
which the infection appeared: 4 of the cases oc- 
curred in premature infants who died within the 
first 18 days of life. There is no high fever at the 
onset of the infection, but a hyperleukocytosis is 
found combined with polynucleosis. Bronchopul- 
monary moniliasis is frequent, though many cases 
were unproved. The principal gastrointestinal forms 
are stomatitis and, to a lesser degree, inflammation 
of the anus and rectum. In 2 patients a watery stool 
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appeared on the 10th day of life, pathogenic coli- 
bacilli were observed in the feces, and antibiotic 
treatment (streptomycin) was started. Extensive, 
deep, almost circular ulcerations were observed on 
the 16th and 18th days in many sections of the small 
intestine. These ulcerations were partially filled 
with an inflammatory granuloma in which Gram 
and Hochkiss stains readily revealed the presence 
of the parasites and the moniliform aspect of the 
mycelian filaments. 

The anatomic studies in these cases also provided 
useful information in regard to the pathogenic 
character of thrush and its possible responsibility 
for the fatal evolution of the infection. Thrush is 
known to be pathogenic in rabbits, and inoculation 
usually leads to a fatal septicemia. In man, espe- 
cially in the infant, thrush, because of its frequency, 
is usually considered more as an annoying than as 
a dangerous fungous disease. How then can one ex- 
plain the fatal cases? Are they caused by a particu- 
larly virulent strain of Candida? Probably not, be- 
cause thorough parasitological studies in some cases 
have shown that the fungus was the common and 
ordinary Candida albicans found in stomatitis in 
infants. Since thrush in man has no intrinsic viru- 
lence, it should be considered not as a saprophyte 
but as an agent of superinfection. It takes advan- 
tage of the breach created in the organism by a 
state of deficiency, an infection, or a neonatal con- 
dition to develop and extend insidiously. Favored 
by these circumstances, thrush creates a pathology 
of its own, the gravitv of which can be measured 
by the extent of its visceral spread. 

In the deep visceral forms, which affect chiefly 
the kidneys, heart, meninges, and encephalon, al- 
though the pathogenic power of thrush is not in- 
creased its virulence is intensified by the interaction 
of the granulomatous, inflammatory reactions that 
develop in the tissues affected. Thus, thrush derives 
its harmfulness not from its own toxemic and meta- 
bolic properties but from the dissemination and 
extent of the visceral lesions. In this respect the 
disease in cerebral and medullary localizations ap- 
pears to be particularly frequent and severe; treat- 
ment with antibiotics did not seem to be responsible 
for the development of the infection in the reported 
cases. Two of the patients did not receive any 
medication before the onset of the infection, while 
in the other 4 (neonatal cases) antibiotic treatment 
was given only for a short period after the appear- 
ance of the clinical manifestations. In the case of 
the newborn and even more of the premature in- 
fant, the role of antibiotics appears to be relatively 
restricted; the massive character of the mycotic 
infection is more to be blamed. This infection may 
be related to vaginitis due to thrush, which is a 
relatively frequent complication during the last 
months of pregnancy. Once infected, the newborn, 
and particularly the premature newborn, by reason 
of their weakness and the untried state of their 
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natural defenses, provide a terrain of choice for the 
development of parasites as tenacious as those of 
thrush. These facts provide the most satisfactory 
explanation for the frequency and severity of the 
neonatal appearance of this disease. 


A Controlled Study of Three Methods of Prophy- 
laxis Against Streptococcal Infection in a Population 
of Rheumatic Children: I. Streptococcal Infections 
and Recurrences of Acute Rheumatic Fever in the 
First Two Years of the Study. H. F. Wood, G. H. 
Stollerman, A. R. Feinstein and others. New Eng- 
land J. Med. 257:394-398 (Aug. 29) 1957 [Boston]. 


Recurrences of rheumatic fever can be prevented 
in a high percentage of patients by continuous 
prophylaxis against streptococcic infection. The 
general principles of prophylaxis recommended by 
the Committee on Prevention of Rheumatic Fever 
of the American Heart Association were adhered 
to in the study of 405 children with histories of 
rheumatic fever observed at Irvington House, 
Irvington-on-Hudson, New York. The aim was to 
make statistical comparisons of the effectiveness of 
3 different prophylactic regimens and to observe 
the natural history of rheumatic heart disease in 
the presence of well-maintained, continuous pro- 
phylaxis. The present report considers the strepto- 
coccic infections and recurrences of rheumatic fever 
observed during the first 2 years of the study. All 
405 children had had a definite attack of rheumatic 
fever within the preceding 28-month period. The 
prophylactic regimens used were as follows: sulfa- 
diazine, 1 Gm. a day by mouth in a single dose; 
penicillin, 200,000 units a day by mouth in a single 
dose, half an hour before breakfast; and benzathine 
penicillin G, 1,200,000 units in 2 ml. by intramus- 
cular injection every 4 weeks. Since the patient's 
age, cardiac status, and length of freedom from 
rheumatic activity may affect the findings in any 
study of prophylaxis, these factors were considered 
in the initial classification of patients into 8 groups. 
The method of allocation made certain that the 3 
treatment groups would be of approximately equal 
size within these 8 classifications. 

The data obtained in the first 2 years of this 
5-year study indicate that 1,200,000 units of benza- 
thine penicillin G, given intramuscularly every 4 
weeks, is more effective in preventing both strepto- 
coccic infections and rheumatic recurrences than 
either of the other 2 methods of prophylaxis. One 
probable reason for this superiority is that the 
benzathine penicillin is injected, thus giving assur- 
ance that prophylaxis is received. Of the patients 
on oral prophylaxis, despite careful indoctrination 
and follow-up study, an undetermined number 
failed to take their medication as often as directed. 
The use of an injected prophylactic agent avoids 
this problem and assures the maintenance of pro- 
phylaxis. The superiority of benzathine penicillin 
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may thus be due, in part, to the route of adminis- 
tration rather than to inherent properties of the 
drug itself. It should be noted, however, that each 
monthly injection of benzathine penicillin provided 
what is usually an eradicating dose of penicillin for 
Group A streptococci, a property not present in the 
dosage schedule used with the other 2 agents. 


Deficiency of an Extra-thyroid Enzyme in Sporadic 
Cretinism. J. H. Hutchison and G. C. Arneil. Lancet 
2:314-315 (Aug. 17) 1957 [London]. 


In 1952, a new thyroid hormone, sodium [-tri- 
iodothyronine, was identified in human _ plasma. 
Triiodothyronine, which is also present in the 
thyroid gland, is much more active than thyroxin. 
If it is postulated that the peripheral deiodination 
of thyroxin to triiodothyronine is effected by en- 
zymes, absence or deficiency of such an enzyme 
might lead to a state of partial hypothyroidism 
which would not be cured by dry thyroid or [-thy- 
roxin but only by triiodothyronine. The authors 
report the history of a child who failed to respond 
adequately to dry thyroid, but whose abnormalities 
were completely reversed by /-triiodothyronine. It 
is postulated that in this patient there was an 
inborn deficiency of an enzyme concerned in the 
peripheral extrathyroid deiodination of thyroxin 
to triiodothyronine. 


Primary Hyperoxaluria. H. E. Archer, A. E. Dormer, 
E. F. Scowen and R. W. E. Watts. Lancet 2:320-322 
(Aug. 17) 1957 [London]. 


The authors present the histories of 2 patients 
in whom the diagnosis of primary hyperoxaluria 
was confirmed clinically. One of the patients, who 
was born in 1933, presented with hematuria and 
the passage of multiple small urinary stones at the 
age of 1 year, when small calculi were demonstrated 
radiologically in both renal pelves. When the pa- 
tient was 3, 2 calculi of unknown chemical compo- 
sition were removed from the left renal pelvis and 
2 from the bladder. When the patient was 4 another 
2 stones, composed mainly of calcium oxalate, were 
removed from the right renal pelvis. Four months 
after this operation calcium oxalate crystals and an 
excessive number of leukocytes were found in his 
urine, his right kidney was hydronephrotic, and 
stones had re-formed in his left renal pelvis. The 
latter were removed and the left pelviureteric junc- 
tion reconstructed. The patient was admitted twice 
to other hospitals between 1938 and 1946 with 
symptoms referable to urinary calculi. In 1951, at 
the age of 16, the boy had part of his left kidney 
excised. In 1956, he was hospitalized with aching 
pains in both loins, hematuria after exercise, and 
passing small calculi per urethra. The second pa- 
tient was a girl in whom symptoms suggestive of 
disease of the urinary tract were first observed when 
she was 4 years of age. Her urinary excretion of 
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oxalate was measured first in 1954 and again in 
1955, daily measurements being made over about 
3 months. It was shown that neither a cane-sugar- 
free diet (administered for 33 consecutive days) nor 
a low-protein diet (administered for 5 consecutive 
days) influenced the amount of oxalate excreted in 
the urine. In February, 1956, when she was 9 years 
of age, the child was rehospitalized for more de- 
tailed investigation. 

The term “oxaluria” is generally used to denote 
increased urinary excretion of oxalate from any 
cause, and, since the urinary oxalate is rarely 
measured, the diagnosis is usually made on the 
presence of calcium oxalate crystals in more than 
average numbers in centrifugal urinary deposits. 
As urine normally contains a small amount of 
oxalate, the authors suggest that the term “hyper- 
oxaluria” should be used where an abnormally high 
urinary excretion of oxalate can be demonstrated 
chemically and that patients such as those reported 
here should be described as having “primary hyper- 
oxaluria.” Transient increases in the urinary excre- 
tion of diffusible oxalate could then be labeled 
“secondary hyperoxaluria.” The formation of dis- 
seminated extrarenal calcium oxalate deposits pro- 
duces a condition which is called “oxalosis.” The 
high level of excretion of oxalate observed in these 
2 patients is clearly not a transient phenomenon, 
and the histories suggest that it was present for 
many years and probably from birth. The prognosis 
of primary hyperoxaluria seems to be unfavorable; 
the urolithiasis and nephrocalcinosis are progres- 
sive, and recurrent episodes of pyelonephritis accel- 
erate destruction of the renal parenchyma, leading 
to death from renal failure and hypertension in 
childhood or early adult life. Primary hyperoxaluria 
might be thought to result from a renal oxalate leak 
or from excessive metabolic formation of oxalate. 
A recent observation by the authors that adminis- 
tration of sodium benzoate significantly diminishes 
the urinary excretion of oxalate by patients with 
primary hyperoxaluria supports the view that the 
fundamental abnormality is a metabolic error. 


Adrenaline-Secreting Neuroblastoma in an Infant. 
G. A. Mason, J. Hart-Mercer, E. J. Millar and others. 
Lancet 2:322-325 (Aug. 17) 1957 [London]. 


The authors observed an infant with attacks of 
paroxysmal hypertension due to the release of 
adrenaline and noradrenaline from a large intra- 
thoracic tumor. The tumor was successfully re- 
moved and proved to be not a pheochromocytoma 
but a histologically malignant neuroblastoma con- 
taining adrenaline and noradrenaline. Pheochromo- 
cytoma, although rare in childhood, appeared to 
be a reasonable preoperative diagnosis. A neuro- 
blastoma secreting adrenaline and noradrenaline 
has not previously been reported. Nevertheless, the 
paroxysmal hypertension associated with increased 
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urinary excretion of pressor amines and the extrac- 
tion of pressor amines from the tumor itself, with 
the characteristic histological picture, the postoper- 
ative decrease in excretion of urinary pressor 
amines, and the fall of blood pressure to normal 
levels with no further paroxysms leave no doubt 
that in this child a neuroblastoma did secrete adren- 
aline and noradrenaline. The child survives with 
no sign of recurrence. 


DERMATOLOGY 


Blastomycosis of Cerebellum: Neoplastic Form. 
R. A. Aun. Arg. Hosp. Santa Casa 3:63-70 (March) 
1957 (In Portuguese) [Sao Paulo]. 


Localization of Blastomyces (Paracoccidioides) 
brasiliensis in the central nervous system is rare. 
The lesions are of neoplastic rather than of nodular 
form. The neoplastic type was observed for the first 
time in Brazil in 1946 by Ritter, who reported 2 
cases of blastomycosis, in the cerebral hemisphere 
and in the cerebellum respectively. In all cases 
reported from Brazil, with the exception of those 
reported by Ritter, the patients exhibited specific 
primary mycotic cutaneous or mucosal lesions. The 
case reported by the author is of importance be- 
cause the mycotic lesion was solitary and was 
located in the cerebellum. The patient requested 
treatment for a disease of 9 months’ duration. He 
was transferred from another hospital with a diag- 
nosis of tuberculous meningitis. He was emaciated 
and confused, and there was nuchal rigidity. The 
Kernig and Brudzinsky signs were positive. The 
cerebrospinal fluid was hemorrhagic. There were 
no signs of active or healed lesions of primary 
mucocutaneous involvement. A diagnosis of menin- 
geal hemorrhage or of tuberculosis was made. The 
patient died 5 days after admission to the hospital. 
At autopsy, a tumor resembling a tuberculoma was 


found at the 4th ventricle. Histological examination | 


proved the tumor to be a blastomycotic granuloma. 
There were no pathological lesions in other organs 
that could be related to blastomycosis. The author 
believes that the lack of mucocutaneous lesions 
was due to early healing of the primary lesion or 
else to the presence in the past of very small 
mucocutaneous lesions. The selective localization of 
blastomycosis in the cerebellum alone, without in- 
volvement of the skin or of the mucosa, seems to be 
due to a hyperergic reaction of the patient. 


Reactions to Chloroquine Observed During the 
Treatment of Various Dermatologic Disorders. L. 
Goldman and R. H. Preston. Am. J. Trop. Med. 
6:654-657 (July) 1957 [Baltimore]. 


After the success obtained with chloroquine in 
the treatrnent of discoid lupus erythematosus, the 
authors, with many other dermatologists, used 
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chloroquine in treatment of a variety of unrelated 
dermatoses. At present, chloroquine is used rou- 
tinely in the treatment of so-called subacute lupus 
erythematosus, of discoid lupus erythematosus, 
rosacea, localized scleroderma, solar dermatitis, 
lymphocytosis facies, often of acne, and occasionally 
of sarcoidosis. The daily dose varies from 250 to 
750 mg. Usually, the treatment programs are pro- 
longed. In some cases of disseminated discoid lupus 
erythematosus, patients have taken 250 to 500 mg. 
of chloroquine daily for years with only occasional 
and brief rest periods. The authors review their ex- 
periences with reactions to this compound. They 
differentiate 3 types of reactions in the order of 
severity: (1) minor reactions, such as anorexia, 
weight loss, nervousness, nausea and emesis, and 
difficulty in visual accommodation; (2) moderately 
severe reactions, such as transient maculopapular 
reactions and achromotrichia; (3) severe reactions, 
such as major drug reactions (lichenoid types and 
exfoliative dermatitis), liver damage, and hema- 
topoietic reactions—especially leukopenia. 

Most of the reactions observed by the authors fell 
into the first group. Many disappeared with reduc- 
tion of the dosage, without interruption of the medi- 
cation. The most disturbing symptoms in group 1 
were the eye reactions, which, however, always 
cleared up completely. Next in frequency to the re- 
actions in group 1 were drug eruptions. The maculo- 
papular reactions were more common than the more 
severe lichenoid and exfoliative types. As a rule, the 
severe exfoliative reactions were observed when in- 
tensive therapy was maintained in the presence of 
a persistent and active maculopapular reaction. 
Bleaching of the hair (achromotrichia) developed in 
only 2 of the patients, 1 of whom was a child in 
whom the hair color returned even though the ad- 
ministration of chloroquine was continued. In pa- 
tients with lupus erythematosus with major visceral 
reactions of group 3, it was always difficult to de- 
cide whether these were due to the disease or to 
the chloroquine. Early in their experience the au- 
thors used hydroxychloroquine in patients unable 
to tolerate chloroquine because hydroxychloroquine 
was better tolerated, although larger doses were 
required to maintain the same degree of clinical 
response. 


OPHTHALMOLOGY 


Cancer of the Eyelid. A. Kaminsky and A. M. Seg- 
ers. Prensa méd. argent. 44:1131-1134 (April 12) 
1957 (In Spanish) [Buenos Aires]. 


Cancer of the eyelid is the most fearful type of 
cutaneous facial cancer because of the changes that 
the tumor or the procedures used in its treatment 
may cause to the eye and the ocular adnexa. 
Twenty-five patients with epithelioma of the eyelid 
were observed by the authors in the clinics of der- 
matology and cancerology of several hospitals in 
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Buenos Aires between 1948 and 1954. The tumor 
had appeared in either nodular or ulcerating form 
in 23 patients and in diffuse form in 2 patients. It 
was located in the lower eyelid in 17 patients, in the 
upper eyelid in 2, and externally in the ocular 
adnexa and the orbit in 2 patients. Basal cell epi- 
thelioma was present in 20 cases and cylindrical 
cell in 5. The treatment consisted of the following: 
(1) cuneiform resection of the tumor in 9 patients 
with small movable tumors of no more than 5 mm. 
in diameter located either on the lower or on the 
upper eyelid without involvement of the inner 
canthus, (2) radium-puncture in 14 patients with 
tumors of more than 5 mm. in diameter located 
either in the lower eyelid or in the inner canthus, 
and (3) deep roentgen therapy (as a palliative treat- 
ment) in 2 patients with external diffuse tumors. 
Radium-puncture was complemented in 1 case of 
cylindrical cell epithelioma of the lower eyelid with 
the removal of preauricular and submaxillary 
metastases. Satisfactory functional, esthetic, and 
therapeutic results from either surgical treatment 
or radium-puncture were obtained in 23 patients, 
22 of whom remained in good general condition 
without recurrence during the follow-up period, 
which varied from more than 1 year to more than 
6 years after the treatment. There was a recurrence 
in 1 patient. The techniques for cuneiform resec- 
tion of cancer of the eyelid and for radium-puncture 
of epitheliomas located on the lower eyelid are 
illustrated. The death rate from cancer of the eye- 
lid is low. The results of treatment are evaluated 
from the viewpoint of conservation of vision, facial 
features, and normal functions of ocular and facial 
structures rather than from the period of survival 
of the patients after discontinuation of the treat- 
ment. Cataract from irradiation did not occur in the 
reported cases. Sequels from radium-puncture were 
permanent loss of the eyelashes of the eyelid sub- 
mitted to the treatment in all cases and cicatricial 
obstruction of the lacrimal duct in 1 case. The ob- 
struction of the lacrimal duct was corrected by a 
later operation. 


Combined Hydrocortisone-Oxytetracycline Therapy 
in Ophthalmology. A. M. Berman. Illinois M. J. 
112:51-53 (Aug.) 1957 [Chicago]. 


The fact that hydrocortisone acts directly at the 
tissue level increases its usefulness in ophthal- 
mology. Hydrocortisone applied locally to the eye 
has been shown to penetrate the anterior chamber 
in therapeutic concentration. Local therapy has 
been employed successfully in a variety of allergic 
and traumatic disorders of the conjunctiva, cornea, 
iris, and uveal tract. Hydrocortisone therapy allevi- 
ated pain and minimized residual corneal damage 
by suppressing the inflammatory reaction during 
the period of tissue repair. The danger of secondary 
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infection persists, however, and in an effort to re- 
duce the incidence of infection the hydrocortisone 
was combined with a broad-spectrum antibiotic 
suitable for topical use. This report presents the 
author's experience with an ophthalmic suspension 
containing hydrocortisone and oxytetracycline in 
the topical treatment of a variety of acute ocular 
inflammations. Forty-five patients were drawn from 
an industrial clinic. The results of the topical ad- 
ministration of the combination of hydrocortisone 
and oxytetracycline (Terra-Cortril ophthalmic sus- 
pension) were excellent or good in 42 of the 45 
patients, and therapeutic failure occurred in only 1 
instance. The therapy was highly effective in pro- 
moting rapid clearing of traumatic and _ allergic 
ocular inflammations and in preventing infection 
and post-traumatic corneal opacities. 


Familial Persistent Pupillary Membranes. J. R. 
Cassady and A. Light. A. M. A. Arch. Ophth. 
58:438-448 (Sept.) 1957 [Chicago]. 


The authors report on an almost complete per- 
sistence of the pupillary membranes bilaterally, as- 
sociated with rapidly progressing cataracts and 
increased corneal diameters in a 3-year-old girl. 
Because of reduced vision in both eyes, a linear ex- 
traction combined with a full iridectomy and radical 
iridotomy was performed on the left eye. Postoper- 
atively, this eye showed a white crescent of anterior 
capsule remaining, with persistence of the attach- 
ment to the pupillary membrane inferotemporally 
and inferonasally. The microscopic examination of 
the iris fragment and portion of the lens capsule 
removed from the left eye showed a thin, heavily 
nucleated process extending from the anterior sur- 
face of the iris at the level of the iris sphincter. The 
lens capsule showed an intact capsule with absence 
of the lens epithelium. The epithelium was replaced 
by a layer of dense fibrous tissue. At one end of the 
section there was a small portion of vascular pupil- 
lary membrane remnant adhering to the capsule. A 
survey of the patient's relatives covering 4 genera- 
tions revealed 11 members of the family with pupil- 
lary membrane remnants as the primary abnormal- 
ity, 4 with congenital cataracts, and 3 with enlarged 
corneas. The family was compared to a similar 
family previously reported by Pagenstecher and 
Wagner. The same genetic trait, i. e., the persistence 
of pupillary membrane remnants in varying degrees, 
was concluded to exist in both families. The normal 
embryologic pattern of the resolution of pupillary 
membranes is reviewed, and possible alterations of 
this pattern resulting in persistence of the pupillary 
membrane are considered. Possible mechanisms for 
both the cataract formation and the enlarged cor- 
neas are mentioned, an attempt being made to 
relate both the cataracts and the large corneas to 
the abnormality of the iris. 
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THERAPEUTICS 


Clinical Experience with Tolbutamide. G. Walker, 
J. D. H. Slater, E. K. Westlake and J. D. N. Nabarro. 
Brit. M. J. 2:323-325 (Aug. 10) 1957 [London]. 


The authors report on the effect of tolbutamide 
in 72 patients, 22 to 78 years old, observed for up to 
1 year. Forty-one patients had previously been 
treated by diet alone, 19 were transferred from 
carbutamide therapy and 12 from insulin therapy; 
12 other patients, including 4 in the carbutamide 
group, had taken insulin at some time. Patients who 
had had neither carbutamide nor insulin treatment 
were observed on a strict low-carbohydrate diet for 
1 month, and, if their midmorning blood sugar level 
remained above 200 mg. per 100 ml., they were 
given tolbutamide. The starting dose for these pa- 
tients and for those transferred from insulin therapy 
was 0.5 Gm. 2 or 3 times daily, taken with the main 
meals. The dose was subsequently adjusted to a 
maximum of 4 Gm. daily, according to the blood 
sugar response. Treatment was discontinued in 19 
patients for the following reasons: resistance (re- 
quiring insulin), 2; failure to respond, 6; rash, 2; 
abdominal symptoms, 4; not required, 1; irregular 
attendance, 2; and returned to insulin at own re- 
quest, 2. Of the 53 patients who had not been 
treated with carbutamide, 7 showed no response, 
33 showed an immediate response, the blood sugar 
level falling during the first week of treatment, and 
13 showed a delayed response, the blood sugar level 
falling to a minimum over 12 to 16 weeks, irrespec- 
tive of changes in weight. The disease in 20 pa- 
tients who showed immediate response and in 9 
who showed delayed response appeared to be satis- 
factorily controlled by tolbutamide. All patients 
who had responded to carbutamide did so to tolbu- 
tamide, but 1 became resistant to it. Twenty-six 
patients complained of diabetic symptoms; 23 re- 
sponded to tolbutamide, and their symptoms were 
relieved as the level of blood sugar fell. Seven pa- 
tients showed unequivocal failure to respond to the 
drug. Two had been transferred from insulin ther- 
apy, and 4 of the 7 were known to have been mildly 
ketotic at some time. Most responsive patients 
showed an increase in weight which at times cor- 
responded to decreased effectiveness of the drug. 


Survey of Human Allergy to North American Snake 
Venoms. H. M. Parrish. Arizona Med. 14:461-464 
(Aug.) 1957 [Phoenix]. 


Since snake venom is a complex organic sub- 
stance comprised chiefly of proteins, it is possible 
that repeated exposure to poisonous snake bite may 
produce hypersensitivity. The author made tests on 
30 patients who had been previously bitten by pit 
vipers 1 or more times. Sixteen of the 30 patients 
were professional herpetologists. The records of the 
other patients were traced from hospital records. 
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Scratch tests with fresh undiluted cottonmouth moc- 
casin (Agkistrodon piscivorus) and eastern diamond- 
back rattlesnake (Crotalus adamanteus) venoms 
were performed on all the patients and on 20 per- 
sons with no previous exposure to snake bite. 
Scratch tests are more reliable than patch tests for 
detecting hypersensitivity to snake venoms. None 
of the 20 persons not previously bitten by venomous 
snakes showed signs of hypersensitivity, but 7 of 
the patients with previous envenomization were 
allergic to venom. The presence of hypersensitivity 
was confirmed by Prausnitz-Kustner tests. 

A patient may develop hypersensitivity to the 
venom of a snake that is zoologically related to the 
snake that bit him; for example, a person may be- 
come allergic to rattlesnake venom if he was bitten 
by a cottonmouth moccasin. The incidence of al- 
lergy was not significantly different in patients with 
1 bite as opposed to those with more than 1 bite. 
It appears that allergy to snake venom is not as rare 
as it is generally thought to be, and it seems possible 
that patients with previous envenomization may die 
from anaphylaxis when bitten again. 


Treatment of Chronic Amebiasis with Oxytetra- 
cycline and Tetracycline. F. Ruiz Sanchez, A. Ruiz 
Sanchez, J. L. Cham and E. Naranjo Granda. Anti- 
biotic Med. 4:460-464 (Aug.) 1957 [New York]. 


The effectiveness of oxytetracycline in the treat- 
ment of amebiasis is generally accepted, but when 
tetracycline was introduced contradictory  state- 
ments about the relative efficacy of these 2 drugs 
were made. The authors used both drugs in the 
treatment of 130 patients with chronic amebiasis 
who ranged in age between 5 and 55 years; males 
and females were represented in equal numbers. 
The cystic form of the parasite had been demon- 
strated in the feces before therapy was begun. 
Anorexia, vague abdominal pain, and constipation 
or diarrhea were the most frequent symptoms. 
Oxytetracycline and tetracycline were each used in 
50% of the patients. Both drugs were given orally 
in daily doses of 15 to 30 mg. per kilogram of body 
weight for 8 days. Tests for parasites with use of the 
Faust and D'Antoni zinc sulfate flotation technique, 
were made daily during therapy and were repeated 
the first, second, and third month after the end of 
treatment. Rectoscopy was performed only occa- 
sionally. The dosage of 30 mg. produced disappear- 
ance of the parasite by the second day of therapy; 
with smaller doses, the parasites disappeared from 
the stools by the third day. By the 6th day of treat- 
ment, all patients were free from parasites. When 
the results obtained with similar doses of both drugs 
were compared, it appeared that oxytetracycline — 
exerted a more potent action against the parasite, 
but percentages of relapses were the same for both 
drugs 1 month after the end of therapy. 
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PATHOLOGY 


Clear Cell Tumors of the Thyroid. V. E. Chesky, 
C. A. Hellwig and E. Barbosa. Surgery 42:282-289 
(Aug.) 1957 [St. Louis]. 


Clear cell tumor of the thyroid was observed in 
6 patients at the Hertzler Clinic during the past 15 
vears; these patients comprised 0.18% of those with 
surgically treated goiters. The clinical and patholog- 
ical aspects of these tumors corresponded to the 
“parastruma” of the European workers. The 6 pa- 
tients were women ranging in age from 24 to 67 
vears, who were free from signs of hyperthyroidism. 
The weights of the surgical specimens varied from 
15 to 110 Gm. Microscopic examination revealed as 
the predominating cell type a large, watery, clear 
cell with distinct cell border. Two tumors were 
composed of clear cells only, while 4 showed ad- 
mixture with thyroid elements. 

The cytological study gave no indication of the 
clinical behavior of these tumors. Giant nuclei and 
multinuclear cells occurred also in clinically benign 
tumors. Invasion of blood vessels or capsules and 
metastases are more reliable signs of malignancy. 
Five of the 6 patients had a follow-up period trom 
6 to 15 vears. Three patients are alive, 2 without 
evidence of the disease. Two patients died, 6 and 
15 years after thyroidectomy respectively. The ab- 
sence of endocrine function and the frequent ad- 
mixture of thyroid elements do not favor the view 
that these tumors are misplaced parathyroid car- 
cinomas. Wegelin’s view that they originate from 
pluripotential entodermal cells with the faculty to 
form thyroid as well as parathyroid structures seems 
most plausible. The authors emphasize that obser- 
vations on their patients and on those reported in 
the literature favor the opinion of Crabtree and 
Hunter that these tumors are of a low-grade malig- 
nancy. Lobectomy of the involved node will cure 
these patients as long as the tumor has not invaded 
the surrounding tissue and has not produced me- 
tastases. 


Malignant Lymphoma and Lymphatic Leukemia 
Associated with Myeloma-Type Serum Proteins. 
H. A. Azar, W. T. Hill and E. F. Osserman. Am. J. 
Med. 23:239-251 (Aug.) 1957 [New York]. 


The term “malignant lymphoma” is used in this 
report to embrace a group of disorders designated 
as reticulum cell sarcoma, lymphosarcoma, and 
Hodgkin’s disease. Serum protein abnormalities, 
similar to those which are commonly found in mul- 
tiple myeloma, have been observed occasionally in 
patients with malignant lymphoma and lymphatic 
leukemia. The subjects of this study were 13 pa- 
tients in whom the diagnosis of malignant lym- 
phoma and lymphatic leukemia was confirmed by 
tissue biopsy and/or bone marrow aspiration and 
peripheral blood studies. Each of the 13 patients 
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showed myeloma-type serum protein components 
on routine filter-paper electrophoresis. Seven of the 
13 patients died. Autopsies were performed on 4 
patients and are reported in detail along with 2 
other cases of special interest. In 9 cases tissue sec- 
tions were available for study from one or several 
lymph nodes, bone marrow, and other tumor sites. 
In 4 cases only bone marrow aspirations were avail- 
able for study. An effort was made to search for 
histological features differentiating this group of 
13 cases from the usual variety of malignant lym- 
phoma and lymphatic leukemia. For this reason a 
control group of 25 patients with malignant lym- 
phoma and leukemia, on whom autopsies were per- 
formed consecutively, was studied. During life all 
the patients in this control group showed normal or 
nonspecifically abnormal serum electrophoretic pat- 
terns. Sections from multiple tumor sites, lymph 
nodes, and bone marrow were available from all 
25 autopsy subjects. 

Ten of the 13 patients, all with abnormal serum 
proteins characteristic of multiple myeloma, showed 
a marked plasmacytosis or the presence of a large 
number of pyroninophilic reticulum cells and 
lymphoid cells in tissue sections and/or bone mar- 
row aspirations. Intermediate forms between re- 
ticulum cells and lymphocytes on one hand and 
plasma cells on the other were frequently seen in 
the tissues studied. Plasmacytosis and the presence 
of pyroninophilic reticulum cells and lymphoid cells 
were insignificant features in the control group of 
25 patients. This study suggests that, clinically and 
morphologically, transitional forms occur with con- 
siderable overlapping between the various lym- 
phatic tumors and the plasmacytomas. 


Desmoid Tumor of Intercostal Muscles and Tho- 
racic Wall. F. G. Gatchell, O. T. Clagett and J. R. 
McDonald. ]. Thoracic Surg. 34:184-189 (Aug.) 1957 
[St. Louis]. 


Desmoid tumors are usually found in muscles of 
the anterior abdominal wall. The authors encoun- 
tered a large desmoid tumor that arose from the 
intercostal muscles of the right upper thorax in a 
27-vear-old woman. Fifteen months previously she 
had sustained an injury to the right side of the 
thorax in an automobile accident. Thoracic roent- 
genograms taken at that time disclosed no abnor- 
mality. The patient first noticed pain in the right 
upper part of the thorax 6 months after the acci- 
dent. The pain gradually increased in severity and 
radiated into the right shoulder and down the right 
arm. An exploratory thoracotomy revealed an ex- 
tensive tumor of the right upper thoracic wall. It 
was diagnosed as a low-grade fibrosarcoma and was 
considered inoperable. The thoracotomy wound 
was closed. One month later, when the woman was 
first seen by the authors, the thoracotomy scar was 
well healed. The size of her uterus indicated that 
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she was in the 6th month of pregnancy. Examina- 
tion of the tissue obtained at the previous thor- 
acotomy suggested fibrous proliferation rather than 
true fibrosarcoma. When the thorax was reopened 
through the bed of the previously resected 5th rib, 
a large, firm, ovoid, subpleural mass was found in 
the upper right portion of the thorax. It involved 
the first 3 ribs posteriorly and extended anteriorly 
to the cartilages of the first 2 ribs. It was completely 
removed by means of a block resection of the first 
3 ribs and their intercostal muscle bundles. 

The mass cut with a rubbery resistance, and the 
cut surface presented interlacing bands of fibrous 
tissue, giving it a “whorled” appearance. Histo- 
logically, there were interlacing bundles of cellular 
fibrous tissue. The general histological picture was 
that of actively proliferating fibrous tissue, without 
encapsulation, invading and replacing muscle but 
lacking cytological evidence of malignancy. The 
authors comment on the comparative rarity of des- 
moid tumors and discuss the 2 current concepts 
of their etiology: association with trauma, and re- 
lation to the endocrine system. Desmoids of the 
abdominal wall tend to occur in women who have 
borne children. Attention has been called to the 
similarity of desmoids to uterine fibroids and fibro- 
adenomas of the breast. Assay studies showed that 
each of these tumors has the ability to concentrate 
pituitary and estrogenic hormones. Desmoid tumors 
should be removed by radical block resection of 
the tumor and the surrounding area of normal-ap- 
pearing tissue when anatomically possible. Dis- 
section of contiguous lymph nodes is not necessary, 
since the tumor enlarges by direct invasion and 
does not metastasize. Although few patients die 
from the effects of the tumor, the rate of local re- 
currence is very high, being about 60% for tumors 
located in the abdominal wall and about 75% for 
those located extra-abdominally. 


False-Negative Reports in the Cytologic Diagnosis 
of Cancer of the Lung. W. O. Umiker. Am. J. Clin. 
Path. 28:37-45 (July) 1957 [Baltimore]. 


Sputum and bronchial secretions from 217 pa- 
tients with miscellaneous pulmonary diseases were 
examined cytologically by the Papanicolaou tech- 
nique. The 217 patients included 42 with histolog- 
ically confirmed cancer of the lung. The smears 
from 37 of these 42 patients contained either malig- 
nant cells or cells suspected of being malignant. In 
the other 5 patients (12%) the cytological test was 
negative. The author lists the following factors as 
primarily responsible for the failure of the cytolog- 
ical smear test: (1) absence of a communication be- 
tween the neoplasm and the bronthial lumens, (2) 
stenosis of bronchi, and (3) misinterpretation of 
smears. Secondary factors in the failures included 
location of the carcinoma, histological type of the 
neoplasm, quality and quantity of specimens, pres- 
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ence of secondary inflammation, and the type of 
specimen (sputum or bronchial aspirate). The sensi- 
tivity of the cytological diagnostic test was lower 
in patients with carcinoma in an upper lobe or with 
a peripherally located cancer, or both. Adenocar- 
cinomas were least frequently detected, probably 
because of their peripheral location and the pos- 
sible inclusion of metastatic neoplasms. With re- 
gard to the importance of multiple examinations 
the author says that 76% of the positive results were 
obtained with a single specimen and 97% with 3 
specimens. Cytological tests on sputum were su- 
perior to those on bronchial aspirates, especially in 
the diagnosis of cancers in the upper lobes of the 
lungs or those that were peripherally located. 


The Cellular Changes in Myocardial Infarction. 
H. J. Barrie and P. G. Urback. Canad. M. A. J. 
77:100-106 (July 15) 1957 [Toronto]. 


This report is based on observations made over 
a period of many years in studies on 31 autopsies 
in which the time interval between cardiac infarc- 
tion and death was known with some certainty. 
These autopsies were selected out of a much larger 
group because the infarcts present had a simple 
shape. The common infarcts in which zones of 
necrosis interdigitate with bands of normal muscle 
show too many zones sectioned tangentially to 
make interpretation easy. The first important fea- 
ture governing the appearance of infarcts in the 
heart, as elsewhere, is that its components have 
differing susceptibility to anoxia. In the heart, the 
muscle fibers may undergo atrophy or necrosis 
under conditions in which the blood vessels and 
connective tissue remain normal. There is, further- 
more, a certain critical size of infarction under 
which the stroma does not share in the necrosis 
produced by vascular occlusion. This is the so- 
called miliary infarct. Leukocytic infiltration in re- 
sponse to the dead muscle is minor, macrophages 
are able to gain access to all parts of the infarct, 
and phagocytic absorption of all the dead muscle 
is rapid and fairly even. Cardiac fibers are normally 
intimately invested by incomplete sheaths of argyro- 
phil reticulin fibrils, and after the muscle fibers 
have been absorbed, these sheaths are held open 
for many days by edema fluid. This fluid is then 
gradually absorbed, leaving the original stroma of 
the heart condensed. There is not even a suggestion 
of growth of granulation tissue into these infarcts. 
The origin of this little condensed area is rarely in 
doubt, for it has not the para-arterial location of a 
rheumatic scar and there is usually telangiectasia 
of its capillaries. 

The authors comment on the infarct as a banded 
structure. They emphasize that to describe cardiac 
infarcts as being replaced by granulation tissue 
gives a false impression of what actually happens. 
In the peripheral part of an infarct there is a band 
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where the stroma survives. In this band the dead 
muscle is rapidly absorbed, absorption being com- 
plete about the 10th day. The endomysium left 
behind gradually condenses as it loses its edema 
fluid, but there is no new growth of fibrous or 
vascular tissue to form a scar. The central part of 
the infarct is absorbed more slowly by macro- 
phages, and its endomysial framework is recolo- 
nized by fibroblasts and endothelial cells. The retic- 
ular fibers become thicker and hyaline with the 
passage of time but retain their previous orienta- 
tion and are recognizable when seen in transverse 
section. The whole process illustrates the remark- 
able capacity of a functioning organ to adapt itself 
to disability with relatively little disturbance of 
structure. Clinical assessment of cardiac function 
is probably of much greater importance in de- 
termining the optimum period of rest than are the 
histological changes. 


Listeriosis: Report of 10 Cases. M. Hood. Am. J. 
Clin. Path. 28:18-26 (July) 1957 [Baltimore]. 


Ten patients with listeriosis were observed at 
Charity Hospital in New Orleans from November, 
1954, to November, 1956. At least 4 additional Lis- 
teria infections were recognized in Louisiana during 
that period. The organism was isolated from the 
cerebrospinal fluid and subdural fluid in 2 patients, 
the subdural fluid only in 1, the cerebrospinal fluid 
and blood in 2, the spinal fluid only in 4, and the 
blood only in 1. The most important single factor 
in the recognition of listeriosis is an awareness of 
the disease. The clinical syndrome varies with the 
type of infection encountered. Listeria monocyto- 
genes is a small (1-2 by 0.5,), somewhat pleomor- 
phic, non-spore-forming, gram-positive rod. Mo- 
tility is best observed in a semisolid medium that 
contains dextrose, and it is more active when the 
cultures are grown at room temperature rather than 
at 37 

Carbohydrate and other biochemical reactions 
are sufficiently characteristic to be of diagnostic 
usefulness. Dextrose, salicin, and rhamnose are fer- 
mented promptly, lactose and sucrose slowly, if at 
all, and mannitol is not fermented. No gas is pro- 
duced during any of these reactions. Urea is not 
split. In the patients presented the organism was 
identified by its morphology, motility, hemolysis, 
and carbohydrate and other biochemical reactions. 
Agglutination tests performed with unabsorbed 
antiserums proved unsatisfactory. The epidemiology 
of listeriosis is complex, and this aspect of the dis- 
ease was not investigated. Antibiotic therapy re- 
sulted in a change in the prognosis in listeriosis 
from extremely poor to excellent. The organisms 
isolated from the patients described in this paper 
manifested almost complete uniformity in their 
sensitivity to antibiotics and sulfadiazine. 
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Invasive Carcinoma of the Cervix Uteri: A Cyto- 
histologic Correlation. L. J. McCormack, D. Belo- 
vich, and J. S. Krieger. Am. J. Clin. Path. 28:179-185 
(Aug.) 1957 [Baltimore]. 


Combined cytological and histological studies 
were performed in 181 women with carcinoma of 
the cervix. Eighty-five patients had invasive squa- 
mous-cell carcinoma, 4 adenocarcinoma, and 92 
intraepithelial carcinoma. A positive cytological 
diagnosis of malignant neoplasm was made in 168 
(93%) of the 181 patients. A false-negative cytolog- 
ical diagnosis was made in 11 patients (6%). The 
cytological diagnosis of malignant disease could 
not be substantiated by histological findings in 7 
patients, a 4% positive-unproved rate. 

The cytological and histological findings in the 
patients with invasive squamous cell carcinoma 
were correlated, and 3 general types were found. 
The spinal-cell group consisted of large, often in- 
tensely keratinized cell types; the transitional va- 
riety included an admixture of large and small ele- 
ments; and the small group included neoplasms 
that were composed of only small cells. In regard 
to the last group caution should be exercised in 
order to avoid missing the neoplastic elements 
present in smears. In the past 2 years stained smears 
were used, and these 3 general cell types of in- 
vasive squamous-cell carcinoma were used for the 
interpretation of the cytological findings in the 
specimens obtained from 91 patients. Forty-five of 
the 63 specimens cytologically diagnosed as in- 
vasive carcinoma were confirmed as such histolog- 
ically, and 18 proved to be intraepithelial carcinoma 
histologically. Four of the 28 specimens cytological- 
ly diagnosed as intraepithelial carcinoma were 
finally determined to be invasive carcinoma on the 
basis of the histological study. 


Observations on the Nuclear Sex Chromatin in 
Cryptorchid Testes. A. R. Sohval, J. A. Gaines, J. L. 
Gabrilove and L. J. Soffer. J. Mt. Sinai Hosp. 
24:437-442 (July-Aug.) 1957 [New York]. 


Intermitotic nuclei of most tissues of females con- 
tain a conspicuous mass of chromatin, the “sex 
chromatin.” This mass is approximately 1 » in size 
and is usually planoconvex in shape, with its flat- 
tened aspect in contact with the nuclear membrane. 
It stains intensively with hematoxylin, and it shows 
a positive reaction to the Feulgen test. Cytological 
tests of chromosomal sex have provided a valuable 
and practical diagnostic aid in congenital errors of 
sexual development. The accumulated experience 
of some of the principal investigators in this field 
emphasizes the advisability of determining the 
chromosomal sex, as inferred from cytological tests, 
in all instances of anomalous sexual development. 
Although cryptorchidism is not ordinarily regarded 
as a congenital sexual aberration, the relatively 
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high incidence of testicular dysgenesis in such testes 
indicates the frequent presence of a congenital 
gonadal defect. 

Histological sections were obtained from the 
cryptorchid testes of 59 patients ranging in age from 
2 days to 78 years, with slightly more than one-half 
in the 10-39 age group. The testicular tissue was 
procured at autopsy in 3 of the subjects (infants). 
and surgically by biopsy or ablation, most frequent- 
ly during the repair of a hernia or at the time of 
orchiopexy. In 2 instances excision was performed 
because of involvement by a malignant tumor. The 
location of the undescended testes was inguinal in 
approximately two-thirds and intra-abdominal in 
one-third of the cases. The majority of the patients 
showed no evidence of constitutional or endocrine 
disease. The male-type nuclear morphology was 
observed in all 59 patients. While this reaffirms the 
fact that a great majority of patients with cryptor- 
chidism are chromosomal males, it should not be 
taken to preclude the occasional (and probably 
rare) instance of congenital error of sexual develop- 
ment in which the chromosomal sex may be at 
variance with the gonadal sex. 


RADIOLOGY 


Roentgenographic Findings in Hyaline Membrane 
Disease in Infants Weighing 2,000 Grams and Over. 
K. Ellis and J. Nadelhaft. Am. J. Roentgenol. 78: 
444-450 (Sept.) 1957 [Springfield, IIl.]. 


The roentgenographic findings in the lungs of 7 
newborn infants weighing 2,000 Gm. or more, who 
were in respiratory distress and died within 18 to 
92 hours after birth and in whom autopsy revealed 
relatively uncomplicated combinations of alveolar 
atelectasis and hyaline membranes in the lungs, 
were compared with those of 59 normal infants, of 
24 infants who died of other pulmonary diseases 
within 7 days after birth, and of 64 infants who 
recovered from respiratory distress syndromes. On 
all the chest roentgenograms of the 7 infants with 
hyaline membrane disease, a generalized granular 
pattern of marked increase in pulmonary density 
was found to be associated with demonstrable 
bronchial air shadows that were unusual both in 
sharpness of outline and in their peripheral exten- 
sion into the lungs. These roentgen features reflect 
the gross manifestations of the histological changes 
observed in patients with severe hyaline membrane 
disease, particularly the generalized alveolar atelec- 
tasis; they do not represent the hyaline membranes. 

Among the 147 control roentgenograms, only 3, 
all obtained from infants who recovered from 
respiratory distress syndromes, were found in which 
the appearance of the lung closely resembled that 
described in infants with hyaline membrane dis- 
ease. These may have been cases of a nonlethal 
form of hyaline membrane disease. In the author’s 
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experience, the roentgen appearance of a gen- 
eralized granular pattern of marked increase in 
pulmonary density, combined with unusually con- 
spicuous bronchial air shadows on chest roentgeno- 
grams of infants with respiratory distress in the first 
days of life, was characteristic of hyaline membrane 
disease. 


The Safety of Intravascular Carbon Dioxide and Its 
Use for Roentgenologic Visualization of Intracar- 
diac Structures. T. M. Durant, H. M. Stauffer, M. J. 
Oppenheimer and R. E. Paul Jr. Ann. Int. Med. 
47:191-201 (Aug.) 1957 [Lancaster, Pa.]. 


The injection of air into body cavities has proved 
helpful in diagnosis and therapy, but it involves the 
risk of serious and even fatal accidents from air 
embolism. Since the substitution of oxygen for air 
likewise caused deaths in experimental animals, the 
authors believed that the gas used should have suf- 
ficient solubility in serum to avoid the dangers in- 
volved in the use of air or oxygen. Carbon dioxide 
seemed suitable, since it is 20 times as soluble in 
serum as air or oxygen, and gynecologists have long 
been using this gas for the Rubin test, with no fatal- 
ities reported. Investigations led these authors to 
believe not only that the use of carbon dioxide will 
obviate the dangers of extravascular injection but 
also that it may be safely used intravenously for 
visualization of intracardiac structures. They re- 
peatedly injected large doses of pure carbon dioxide 
intravenously and into the left side of the heart of 
animals without untoward effects. Doses of up to 
100 cc. of the gas were injected intravenously into 
human beings, also without untoward effects. In- 
jections of carbon dioxide provided a means of 
contrast roentgen visualization of intracardiac struc- 
tures and events, which proved particularly effec- 
tive when recorded by a motion picture technique. 

The authors emphasize that the gas to be in- 
jected must be pure carbon dioxide. The mixtures 
of oxygen and carbon dioxide available under the 
misleading term “hospital carbon dioxide” would 
have all the hazards of gas embolism in proportion 
to the amount of oxygen contained in them. It has 
been their practice aiso to make certain that the 50 
or 100 cc. syringe used for the injection, together 
with the 3-way stopcock and the needle attached 
to it, form an air-tight unit. The syringe is filled 
twice with carbon dioxide and this gas expelled 
before the final filling used for the injection. The 
injection may be made into any readily available 
systemic vein. The carbon dioxide is injected as 
rapidly as possible. At present the authors use 
quantities equivalent to 2 cc. per kilogram of body 
weight but believe that eventually larger quantities 
may be used. So far the method has been used 
chiefly as a supplement to other procedures in the 
diagnosis of pericardial disease, particularly that 
associated with effusion. For this purpose small 
doses (50 cc. for the average adult) are adequate 
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and should prove to be a simpler means than angio- 
cardiography for distinguishing between large heart 
shadows due to dilatation and those due to effusion. 
Experience with 1 case of calcified constricting 
pericardium suggests that a right atrial wall shadow, 
which is rigid and which has lost its characteristi- 
cally rounded contour, may be an important sign 
of this disease. 


Chylothorax as a Complication of Translumbar 
Aortography. M. R. Gaspar and P. G. Secrest. 
A. M. A. Arch. Surg. 75:193-196 (Aug.) 1957 [Chi- 
cago]. 


Right chylothorax occurred in a 58-year-old pa- 
tient as a complication of aortography. A tributary 
of the thoracic duct was found to have been par- 
tially severed. Chylothorax occurred 4 days after 
aortography. At operation the duct was individually 
ligated and the chylothorax was thus controlled. 
Aortography is advisable when diagnosis is in doubt. 
The needle used for injection should enter the 
aorta beside the celiac axis and superior mesenteric 
arteries in order to avoid direct injection of the 
contrast medium into these vessels. Injury to the 
thoracic duct is likely to result in chylothorax. It 
is not necessary that the pleura be injured simul- 
taneously. If the chyle does not have ready access 
to the pleural cavity, it pools in the retropleural 
space until it causes pressure necrosis of a small 
portion of the pleura. This takes from 3 to 7 days to 
develop. The chyle then pours into the pleural 
cavity. A direct surgical attack is immediately effec- 
tive. Simple ligation is all that is necessary in most 
patients with perforation of the duct in the thoracic 
area. 


Primary Pulmonary Eosinophilic Granuloma. N. L. 
Arnett and D. M. Schulz. Radiology 69:224-230 
(Aug.) 1957 [Syvracuse, N. Y.]. 


Five additional case histories of eosinophilic 
granuloma of the lung without other visceral or 
skeletal involvement are added to 6 previously re- 
ported by other investigators. The 5 patients were 
men ranging in age from 23 to 52 years. Analysis 
of the 11 cases reported to date reveals the benign 
nature of primary pulmonary eosinophilic gran- 
uloma. The onset is insidious, and the course of the 
disease is marked by slow progression followed by 
regression or prolonged periods of no clinical 
change. The most frequent presenting symptom was 
a chronic cough, observed in 8 of the 11 cases. A 
minimal to moderate weight loss was reported by 
4 patients, with a rapid return to normal after short 
periods of bed rest or restricted activity. Fatigue 
and low-grade fever are other symptoms. In 4 of 
the 11 patients the lesion was discovered acciden- 
tally during routine chest radiography in the ab- 
sence of symptoms. The skin reaction was positive 
to tuberculin in 7 of the 11 patients. Four of this 
group received intensive antituberculosis therapy 
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before lung biopsy revealed eosinophilic granuloma. 
A positive reaction to histoplasmin was noted in 4 
patients and to coccidioidin in 3. 

No specific therapy has been successful, although 
antibiotics, steroids, and irradiation have been given 
trials. The need for therapeutic measures appears 
questionable. The radiographic appearance is that 
of a bilateral disseminated process of hematogen- 
ous-type spread, with granulomatous, nodular in- 
filtration. The infiltrates are superimposed on a 
background of interstitial fibrosis and lobular em- 
physema. The radiographic appearance reflects 2 
distinct tissue reactions: (1) nodular infiltrates com- 
posed largely of histiocytes and eosinophils, and 
(2) a diffuse interstitial pneumonitis with fibrosis. 
Since no skeletal or visceral lesions have developed 
in any of the 11 reported cases of primary pulmo- 
nary eosinophilic granuloma, it is suggested that this 
condition be considered a separate disease entity. 


Radium Treatment of Cancer of the Tongue. J. E. 
Breed. Radiology 69:214-223 (Aug.) 1957 [Syracuse, 
N. Y.]. 


The author reviews the therapy of cancer of the 
tongue on the basis of observations of 100 patients 
with lingual cancer observed by him between 1933 
and 1951. Eighty were men and 20 were women; 
78 were between 46 and 66 years of age. Sixteen 
patients were not treated or did not complete the 
course of therapy. Thirty-six had been treated pre- 
viously: 17 with caustics, 8 with radium or roentgen 
therapy, 7 with surgical treatment, and 4 with anti- 
syphilitic treatment. Radium therapy is now con- 
sidered the best method of treating the primary 
lesion. The author's technique consists of 3 parts: 
(1) the surface application of about 500 me. of radon 
in a silver applicator (or cobalt-60 in equal 
strength) over different sections of the periphery of 
the tumor, with 1 or 2 areas treated for 5 minutes 
daily until about 6,000 r of gamma rays have been 
delivered to the surface of the growth; (2) the im- 
plantation of gold (or lead) radon seeds, each hav- 
ing a strength of 0.5 mc., throughout the base of 
the tumor; and (3) the bombardment of the lymph- 
node-bearing area, or of palpable lvmph nodes if 
present, at a distance of 2 to 6 cm. with a radon 
applicator containing from 500 to 1,000 me. daily 
until at least 5,000 gamma r have been given. If 
palpable nodes persist, a block dissection on the 
side of the nodes is performed 

Nineteen of the cases were considered indeterm- 
inate, and of the 81 determinate cases 31 were con- 
sidered “favorable” and 50 “unfavorable.” Of the 
favorable group 20 patients were alive and free of 
disease after 5 years. Of the unfavorable group, 5 
were cured. The percentage of cures in determinate 
cases was 30.9%. The importance of early diagnosis 
is borne out by the fact that in 64.5% of favorable 
cases a complete recovery was obtained, while only 
10% of patients with advanced lesions were cured. 
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Any firm swelling of the tongue should be con- 
sidered malignant unless proved otherwise. The 
same rule applies to chronic ulcers. As the great 
majority of tumors developed on the lateral border 
of the tongue or at the tip, and as many patients 
had jagged or sharp teeth, the author believes that 
chronic irritation from the teeth is one of the most 
important etiological factors. Good dental care with 
the rounding off of sharp edges of worn teeth is 
basic prophylaxis. As some patients were heavy 
smokers or chewed tobacco and the growth de- 
veloped either where the stream of smoke hit the 
tongue or adjacent to the cud, it is thought that 
tobacco plaved an etiological role. 


Diagnosis of Lingual Thyroid by Radioactive 
Iodine. N. Carvalho. Rev. Hosp. clin. 12:278-280 
(July-Aug.) 1957 (In Portuguese) [Sao Paulo, Brazil]. 


Radioactive iodine, used as a test for the diagnosis 


of aberrant thyroid, is a preoperative procedure of . 


value. The results of the test serve as a guide for 
the surgeon's decision on making total or partial 
removal of the aberrant thyroid. This decision de- 
pends on the presence and quantity or absence of 
the thyroid gland in the cervical region. Two cases 
of aberrant lingual thyroid are reported in women 
20 and 21 years old respectively. In both cases the 
test showed the presence of an aberrant lingual 
thyroid and thyroid gland in the cervical region. 
The operation consisted in total removal of the 
lingual thyroid. When the test was repeated 1 
month after the operation, only the thyroid gland 
in the cervical region showed activity. 


PUBLIC HEALTH 


Side-effects and Complications of Vaccination 
Against Poliomyelitis. T. Baumann and J. Felder. 
Schweiz. med. Wehnschr. 87:964-968 (July 20) 1957 
(In German) [Basel], Switzerland]. 


A total of 138,528 first and second doses of polio- 
myelitis vaccine were given from January to April. 
1957. Poliomyelitis due to the vaccine did not occur 
in any instance. The reactions caused by the vac- 
cine were observed after either the first or the 
second injection. Local irritation and pain at the 
site of the injection occurred in about 15% of the 
persons. General weakness and headache were seen 
more frequently in adolescents and adults than in 
younger children. Fever occurred in 29 patients 2, 
12, and 24 hours after the vaccination. Urticaria 
and rash were observed in 24, asthma in 3, polvar- 
thritic symptoms in 2, and a feeling of heaviness in 
the vaccinated arm in 9 patients. Transient sero- 
genetic flaccid paralysis was reported in 8 and 
meningoencephalitic complications in 7 patients. 
All these reactions were usually of brief duration. 
Complete freedom from reaction took place in all 
patients within hours or a few days following the 


J.A.M.A., Dec. 14, 1957 


vaccination. The side-effects and complications 
were considered to be of serogenetic and allergic 
nature with a reaction in various shock organs. It is 
unknown which of the numerous components of the 
poliomyelitis vaccine acts as allergen or haptene. 


Epidemic Neuromyasthenia: An Outbreak of Polio- 
myelitis-like IIness in Student Nurses. A. Shelokov, 
K. Habel, E. Verder and W. Welsh, New England 
]. Med. 257:345-355 (Aug. 22) 1957 [Boston]. 


During the period of July to Sept., 1953, an epi- 
demic illness of unusual character, which at first 
was thought to be poliomyelitis, twice struck the 
nursing personnel of a psychiatric hospital near 
Washington, D. C., and involved 41 persons in the 
first outbreak and 9 persons in the second. The dis- 
ease was severe in 26 patients with confirmed 
paresis, in whom clinical manifestations consisted 
of a prodromal period of minor systemic complaints 
followed by localized muscular weakness, myalgia, 
headache, neck and back stiffness, gastrointestinal 
involvement including diarrhea, and low-grade 
fever. Unusual fatigabilitvy, vasomotor instability 
with angiospasm, cutaneous sensory disturbances, 
and alterations in emotional status soon also be- 
came evident. The remaining 24 patients were non- 
paretic, with clinical manifestations ranging from 
merely the prodromal systemic symptoms to the 
entire gamut of complaints, excluding the muscular 
weakness. The protracted subacute course was par- 
ticularly remarkable, and it was characterized by re- 
lapses and recrudescences which were precipitated 
by exertion, damp, cold weather, and menses. Posi- 
tive clinical laboratory findings were absent, and 
negative results of spinal-fluid examinations were 
the rule. 

As in similar epidemic outbreaks, laboratory find- 
ings tailed to uncover a viral causative agent. How- 
ever, the bacteriological investigations by means of 
stool isolations and serum agglutinations disclosed 
convincing evidence of an acute infection of a 
large number of patients with enteric bacteria of 
the Bethesda-Ballerup group of the intermediate 
paracolon organisms. Because of the correlation be- 
tween clinical illness and the prevalence of acute 
bacterial infection, the possible causative role of the 
Bethesda-Ballerup organisms must be seriously con- 
sidered. It is quite conceivable that these bacteria 
were present merely as detectable “fellow travel- 
ers and that the major disease complex was caused 
by an unknown agent presumably originating from 
the same source. 


Epidemic Neuromyasthenia: An Outbreak in Punta 
Gorda, Florida. D. C. Poskanzer, D. A. Henderson, 
E. C. Kunkle and others. New England J. Med. 
257 :356-364 (Aug. 22) 1957 [Boston]. 


A cryptogenetic epidemic illness occurred in 150 
persons among 2,500 residents of a small Florida 
community in the spring of 1956. It was character- 
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ized principally by fatigue, headache, neck pain, 
alterations in emotional status and cerebration. 
nausea and vomiting, paresthesias, and aching mus- 
cular pain. The severity, number, and frequency of 
symptoms contrasted with a paucity of physical 
findings. The course was prolonged, and a follow-up 
examination in 21 selected patients 5 months after 
the initial study showed that only 1 patient had 
been completely asymptomatic during the previous 
30 davs. There were no deaths. The median age was 
42 years for women and 33 for men. No cases were 
found in patients aged less than 12 years. The dis- 
ease appeared to be more severe in women than 
in men. 

The incidence of the disease appeared to be par- 
ticularly high among medical service personnel. 
since of 38 persons in this group who were inter- 
viewed 16 reported symptoms consistent with those 
found to be characteristic of the disease in a com- 
parable age group in the community. No agent was 
isolated from throat swabs, stools, or blood, or was 
identified serologically by the usual laboratory pro- 
cedures. The epidemic illness described resembled 
a number of similar diseases of the type referred to 
as “Iceland disease,” “benign myalgic encephalo- 
myelitis,” “Akureyri disease.” and “epidemic vege- 
tative neuritis.” 


The Prevalence of Tuberculin Sensitivity and Its 
Relation to a BCG Vaccination Program Among 
Chinese in Hong Kong. Sister M. Aquinas. Am. Rev. 
Tuberc. 76:215-224 (Aug.) 1957 [New York]. 


A total of 70,891 Chinese of all ages in Hong 
Kong completed 1 tuberculin test with a single dose 
of 5 TU. Almost 80% had positive results from the 
test. A group of 709 children who failed to have 
positive results from this test dose were given a sec- 
ond test with a dose of 10 TU or 100 TU. Results 
were substantially the same whether a dose of 5,10, 
or 100 TU was used. These findings confirmed the 
view that a single dose of 5 TU would appear to be 
adequate as a screening test for BCG vaccination in 
Hong Kong. Twelve thousand persons over 2 years 
of age were given BCG vaccination. Ten weeks 
later a conversion rate of 91% was obtained. A 
group of 2,917 children under 2 years of age was 
given BCG vaccination. The dose for this group 
was only about one-third of that given to the other 
group. A conversion rate of 69% was obtained. 

Complications from vaccination were negligible. 
Children who had negative results from tuberculin 
tests with a dose of 5 TU after vaccination were 
given tests with 100 TU; the stronger doses of tu- 
berculin used after vaccination elicited sensitivity 
when 5 TU had failed. The use of BCG in Hong 
Kong was limited almost entirely to infants and 
children, but these were the groups which required 
the most protection, especially in an environment 
such as Hong Kong. The low conversion rates ob- 
tained may have been due in large part to the fact 
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that the vaccine, which had been manufactured in 
Manila, was used for as long as 6 weeks after the 
date of preparation and was believed to have low 
potency. It is also probable that the poor results 
obtained in infants could be accounted for by the 
small dose of BCG that was used. The conversion 
rate of 69% indicated that the dosage must have 
been inadequate when the same vaccine gave a con- 
version rate of 91% in those over 2 years of age in 
whom more than double the first dose was used. 


The Leprosy, Tuberculosis Relationship. J. A. K. 


Brown, G. M. Short and W. Blenska. East African 
M. J. 34:339-348 (July) 1957 [Nairobil. 


The authors review some of the evidence sug- 
gesting a close relationship between leprosy and 
tuberculosis. In endemic areas a positive Mantoux 
test is normally due to infection with tuberculosis, 
but a positive Mitsuda (lepromin) test may be the 
result of infection with either tuberculosis or lep- 
rosy. The fairly close correspondence of the Man- 
toux-Mitsuda tests suggests a direct immunological 
relationship, but the dissociation of the results in 
some people is extremely important. If supplies 
were easily obtainable the lepromin test could be 
used to indicate those with a negative or weak re- 
sponse who might benefit by BCG vaccination, al- 
though some of those with a positive response 
might still develop tuberculoid leprosy. Unfortun- 
ately, the quantity of lepromin that can be made 
is, however, very small, and the test can, therefore, 
be used only on a very limited scale. The tuberculin 
test might be substituted, but in some patients the 
results would not represent the response to lep- 
romin. The patients showing a tuberculin positive 
reaction would include some who would develop 
the more severe forms of leprosy and those with a 
negative reaction some who would successfully 
resist infection. 

The effect of BCG in producing Mitsuda con- 
version is dramatic, but in examples quoted 9% of 
the reactions remained negative. Mass vaccination 
would convert many who would eventually do so 
normally. It would have the advantage of producing 
the change earlier. It would be justified if it suc- 
ceeded only in creating a shift towards the tuber- 
culoid type because that would lead eventually to 
reduced incidence. Mass vaccination would fail, 
however, in the small proportion who most need 
protection, who would need repeated vaccination, 
and who are the crux of the problem, for there is 
no means of discovering who they are. A simplified 
lepromin test, or better still, one that could be used 
as a measure of resistance in both diseases, would 
be of great practical value. BCG trials involving 
the withholding of all leprosy treatment would be 
unjustifiable even if they were possible. Identical 
groups, large enough to give significant results, in 
which the only difference is BCG vaccination, will 
not be easy to obtain or supervise. 
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BOOK REVIEWS 


Rheumatoid Arthritis: A Definition of the Disease and a 
Clinical Description Based on a Numerical Study of 293 
Patients and Controls. By Charles L. Short, M.D., Walter 
Bauer, M.D., and William E. Reynolds, M.D. Cloth. $7. Pp. 
480. Published for Commonwealth Fund by Harvard Uni- 
versity Press, Cambridge 38, Mass.; Oxford University Press, 
Amen House, Warwfck Sq., London, E. C. 4, England, 1957. 


In this book the authors provide the background 
and lay the foundation for further studies in rheu- 
matoid arthritis. All phases of this disease are 
covered in detail. Rheumatoid arthritis is firmly 
established as a systemic disease, even though con- 
spicuously manifested by joint involvement. The 
293 patients selected for study met the rigid diag- 
nostic criteria for this disease. A corresponding 
group of 293 patients without joint disease con- 
stituted the control group. Factors such as sex, age, 
national origin, and family history are discussed in 
their relationship to this disease. The prodromal 
symptoms, precipitating factors, joints first involved, 
and other clinical aspects are thoroughly described. 
Some laboratory procedures are discussed. The book 
contains many excellent tables and graphs. The 
bibliography is extensive and all references are 
documented. The type is large and clear and makes 
for easy reading. The clinical observations are care- 
fully analyzed, The authors’ lucid style aids in the 
achievement of their objective. This book is highly 
recommended. 


The Placement of Adoptive Children. By J. Richard Wit- 
tenborn, University Professor of Psychology and Education, 
Rutgers University, New Brunswick, N. J. Assisted by 
Barbara Myers, Research Assistant in Sociology and Psychol- 
ogy, Yale University, New Haven, Conn. Cloth. $4.75. Pp. 
189. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, 24- 
25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


This book is the most reflective follow-up study 
that has so far been made on adoptive children. 
This comprehensive survey was sponsored jointly 
by the department of psychology and the child 
study center of Yale University. Distinguished men 
and women in the field participated in the work, 
which will be valuable for members of the medical 
and legal profession who are concerned with this 
complex problem. The study is written in such 
form as will be of basic help to social workers, 
clergy, and adoptive parents. The discussion centers 
on an elaborate research relevant to many facets of 
child placement but is in no sense a handbook of 
practices. Adoptive children were examined at the 
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Yale Child Development Clinic under the direction 
of Dr. Gesell. Two groups of children and families 
were studied, namely, five-year-olds and pre-ado- 
lescents. The investigators’ interest centered on 
two questions: how accurately can the Yale De- 
velopmental Examination of infant behavior be 
employed to predict future development for adop- 
tive children and what characteristics of adoptive 
homes may be shown to be correlated with charac- 
teristics of adoptive children. 

The author and his associates freely acknowledge 
the many limitations in such research, but out of it 
have come some definite conclusions. The data pro- 
vided no indication that the infant examination had 
a practical predictive validity. Two kinds of sig- 
nificant values however, emerged: the information 
gleaned may influence trends relevant to present 
and future child placement practices and such a 
study showed again the necessity for a large co- 
operative venture in research into this complex 
subject around which today there is really no 
substantial body of research. The volume contains 
sophisticated reflections on such practical problems 
as study of the prospective parents and families, 
what facts should be withheld about the child’s 
background and what should be honestly exposed, 
agency relations with the child and families, and 
matching of the adoptive child and adoptive family. 
This book is broad and flexible in its consideration 
of one of the most complex problems confronting 
social workers, physicians, and lawyers. 


Emergencies in General Practice: Specially Commissioned 
Articles from the British Medical Journal January 1955 to 
June 1956 (Fully Revised). Cloth. 25 shillings. Pp. 470, 
with illustrations. British Medical Association, 19 Tavistock 
Sq., London, W. C. 1, England, 1957. 

The reprinted grticles have been brought up to 
date in this volume. The term “emergency” is broad- 
ly interpreted so that a wide variety of conditions 
are described. The sections on hemorrhage, anes- 
thesia, and obstetrics are particularly good, but that 
on cardiac emergencies is incomplete. Such im- 
portant conditions as Stokes-Adams syndrome and 
paroxysmal tachycardia are omitted. American 
readers will note that certain conditions are de- 
scribed under unfamiliar titles. For instance, the 
treatment of episodes of acute right ventricular fail- 
ure in cor pulmonale is placed under the title dan- 
gerous bronchitis.” The articles are all short, to the 
point, and well written. There is a good index. The 
general practitioner should find much valuable in- 
formation in this book. 
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QUERIES AND MINOR NOTES 


VENTRICULAR TACHYCARDIA 


To tHe Eprror:—A 64-year-old woman was strick- 
en with some shortness of breath, weakness, and 
prostration. Examination showed a very rapid 
pulse rate of 175 to 200 beats per minute and no 
detectable blood pressure. Her color was poor, 
and she was ina mild state of shock. An electro- 
cardiogram at the hospital revealed an intra- 
ventricular tachycardia, paroxysmal type; there 
was no evidence of coronary occlusion. Although 
the patient had no decompensation when first 
seen, she was digitalized rapidly by the intra- 
venous route to increase cardiac efficiency and to 
slow the heart in an attempt to “break” the 
severe tachycardia. Carotid sinus pressure or 
orbital pressure did not help in slowing the very 
rapid pulse. An ampul of Levophed added to 
1,000 cc. of 5% dextrose in distilled water and ad- 
ministered intravenously brought the blood pres- 
sure up from 0 to 140 mm. Hg within 25 minutes, 
at which time the intravenous administration was 
discontinued. Shortly after digitalis and Levophed 
had both been administered intravenously, the 
rapid pulse “broke” to a more normal rate of 65 
beats per minute. Would quinidine have been 
the medicament of choice in controlling this 
paroxysmal intraventricular tachycardia, or was 
rapid digitalization better? 

Arthur Lankford Jr., M.D., Pasadena, Md. 


ANnswer.—The question of whether digitalis or 
quinidine is the drug of choice in the management 
of paroxysmal rapid heart action cannot be an- 
swered in a general way. Both agents have their 
well-defined indications, depending on the nature 
of the disturbance and the condition of the patient 
at the time the treatment is to be initiated. 

Specifically, which of the two drugs to use will 
depend on (a) the origin of the rapid ectopic 
rhythm, whether supraventricular or ventricular, 
(b) the presence or absence of severe heart failure, 
(c) whether the paroxysm was induced by previous 
digitalis therapy. Digitalis is preferred in any case 
of supraventricular paroxysmal tachycardia (includ- 
ing auricular flutter and fibrillation ), and quinidine 
(or better procainamide) in cases of ventricular 
tachycardia. However, if the latter has caused heart 
failure and is not the consequence of digitalis, 
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initial digitalization is indicated, followed by 
quinidine or procainamide. Digitalis-induced par- 
oxysmal tachvcardias are handled best, and respond 
to oral or intravenous administration of potassium 
salts. 

In the particular case cited, the favorable out- 
come is evidence that digitalis therapy was the 
correct choice. However, ventricular tachycardia 
usually cannot be stopped by digitalis. Hence, in 
retrospect the question can be raised whether a 
ventricular origin of the tachycardia was not simu- 
lated in the electrocardiogram in a supraventricular 
type of paroxysmal tachycardia by the development 
of aberrant ventricular conduction. 


ABDOMINAL PAIN 


To THE Eprtor:—Please outline the symptomatology 
of (a) abdominal migraine, (b) angina abdominis, 
and (c) abdominal epilepsy. Does the migraine 
respond to treatment with ergotamine with caf- 
feine (Cafergot)? Does the diagnosis of abdominal 
epilepsy depend on an abnormal  electro- 
encephalogram? Does this condition respond to 
epileptiform therapy? Is the pain of angina ab- 
dominis worse after meals or exercise, and is its 
relief by glyceryl trinitrate (nitroglycerin) diag- 
nostic? In regard to the mechanism of abdominal 
pain, since distention of the viscus and traction 
of the mesentery are the usual sources of pain, 
does pain result from ischemia and anoxia? If so, 
by what mechanism? Of what origin is the pain 
in mesenteric infarction? 


Leonard Breslaw, M.D., Los Angeles. 


Answer.—Abdominal migraine is characterized 
by periodic episodes of severe nausea and vomiting 
with little or no headache; abdominal pain may or 
may not be present. A family history of migraine, 
the recurrent episodes, the “migrainous” personality, 
and relief with ergotamine are thought to establish 
the diagnosis. The disorder is less common than is 
suspected and is diagnosed most frequently in 
children. 

Angina abdominis is associated with persistent, 
diffuse abdominal pain, occurring 30 to 60 minutes 
after eating and relieved by assuming a position 
which presumably reduces tension in the mesentery, 
thus relieving the mechanical impediment to blood 
flow. This position varies with the individual but 
usually is prone, on one side of the body or leaning 
forward. The pain is not relieved by the administra- 
tion of glyceryl trinitrate. The condition is attributed 
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to ischemia of the mesenteric vessels and is not 
to be confused with atypical angina pectoris. The 
relationship of the pain to food taking and its relief 
by change in position are considered diagnostic. 
However, the status of angina abdominis as a clini- 
cal entity has been debatable. 

Abdominal epilepsy is characterized by episodes 
of brief duration, with retention of consciousness; 
it is characterized by salivation, nausea, alimentary 
automatisms, intestinal rumbling, sour eructations, 
flatus, occasional vomiting and diarrhea, and usually 
epigastric pain or discomfort. The diagnosis de- 
pends on the abnormal electroencephalogram find- 
ings. The condition responds to epileptiform ther- 
apy. 

Pain is significant only in angina abdominis and 
is thought to be due to the discrepancy of increased 
demands for oxygen by digestive processes ( dila- 
tion, peristalsis, etc.) versus the inability of the 
sclerotic vessels to increase their blood flow above 
the basal level. The pain in mesenteric infarction is 
attributed to tissue necrosis, secondary infection 
and gangrene of the affected intestine, reflex spasm 
and distention of the intestinal tract, and peritonitis. 
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SHOCK THERAPY FOR PATIENT 

WITH DETACHED RETINA 

To tHE Eprror:—A 71-year-old woman is suffering 
from a depressive reaction which began six 
years ago when she had a spontaneous detached 
retina of the right eye. Six treatments with 
electroconvulsive therapy have been given with- 
out untoward results. Can electroconvulsive ther- 
apy be used for this patient, and what danger 
exists of detachment of the retina of the remain- 
ing eye? 

Loren J. Driscoll, M.D., Oconomowoc, Wis. 


ANswer.—A retinal detachment occurs only in an 
eve with preexisting retinal or vitreous disease or 
injury. In the vitreous, these lesions consist largely 
of either degenerative changes or traction bands to 
the retina. In the retina, previous inflammatory or 
degenerative changes, such as proliferative retinop- 
athy or cystic degeneration, predispose to hole 
formation and, in turn, to detachment of the retina. 

About one-quarter of all patients have detach- 
ments involving both eyes, with the detachment 
in the second eye coming on months or years 
after the first. This occurs because of degenerative 
changes involving both eyes; hence, even without 
shock treatment, this patient is more prone to de- 
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velop a retinal detachment in the remaining eye 
than an individual who has not had a detachment. 
However, with the use of many safety precautions 
there seems to be no likelihood of the shock therapy 
itself causing damage to the retina or the vitreous 
which was not already there and no possibility of 
even aggravating existing disease. The question of 
whether the shock therapy should be undertaken 
should be based on thorough ophthalmoscopic 
examination of the eye in question with particular 
emphasis upon the appearance of the peripheral 
retina. It is possible that a hole is already present 
without detachment and, if so, it would be better 
treated before rather than after the shock treat- 
ment. In the absence of hole formation or a frank 
retinal detachment, there would seem to be no 
contraindication to electric shock treatment at this 
time. 


PORPHYRIA 


To tHE Eprror:—A 36-year-old woman suffered a. 
sudden onset of weakness of both lower extremi- 
ties in 1947. She had an extensive examination by 
a medical man and neurologist, and no cause was 
found. Three weeks later she regained the use of 
both legs and was perfectly well until January, 
1954, at which time she states that she became 
unable to speak or to swallow and she lost the use 
of the right arm. Again no evidence of neurologi- 
cal disease was found. Spinal fluid studies showed 
only elevated protein for a short period of time. 
This year the patient developed pain and weak- 
ness of the right arm, with diminished strength 
and weakness of grasp, progressing to the point 
where she was not able to hold a pen. In addition, 
for approximately 10 years she has had a sensi- 
tivity of the skin, in which the exposed surfaces of 
the body would break out with an eczematoid 
rash in the presence of sunlight. Six urine analyses 
for porphobilinogen have been strongly positive. 
(During that time the patient was taking no medi- 
cation of any kind.) Perusal of the literature has 
indicated that the most likely condition which 
could produce this clinical syndrome is acute in- 
termittent porphyria, Please make suggestions or 
recommendations regarding (1) the validity of the 
diagnosis or (2) the current concept regarding the 
course this patient has followed, whether it is a 
true case of porphyria or whether it is a secondary 
situation with the excretion of porphobilinogen. 


Eugene J. Spiotta, M.D., Memphis, Tenn. 


Answer.—The clinical findings of photosensitivity 
and intermittent neurological abnormalities in a 
woman who has been thought to be neurotic, togeth- 
er with the series of strongly positive tests for porpho- 
bilinogen at one time, are all consistent with the 
diagnosis of acute intermittent porphyria. Investi- 
gators who have much experience with this disorder 
have noted for a long time the failure to find any 
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regular relationship between symptoms and _ the 
amount of porphyrin excreted in the urine, which is 
notoriously variable and often varies under circum- 
stances which are not well understood. In terms of 
the specific question, even though the urine remains 
negative, the clinical and laboratory evidence in 
previous studies is strong evidence to support the 
diagnosis of porphyria, presumably representing a 
congenital defect rather than the acquired reaction 
to some drug or poison. Because chlorpromazine 
has been recommended as being helpful in the 
treatment of porphyria and since this woman has 
many emotional and psychological difficulties, this 
consultant would suggest therapy with chlorproma- 
zine. One would be reluctant to expose this patient 
to sunlight, although it would probably be safe to 
expose a small area of skin to sunlight and compare 
it with response of normal persons of comparable 
age, sex, and skin pigment. Generalized exposure to 
the sun is certainly not indicated in this case. 


COAL-TAR SENSITIVITY 


To THE Eprror:—A patient who has a known sensi- 
tivity to both aspirin and barbiturates has been 
classified as coal-tar sensitive. Since the list of by- 
products of coal is long and inclusive, please name 
the drugs which are not made from coal products. 
Do any injectable preparations eliminate phenol 
as a preservative? Are the chemotherapeutic 
agents, excluding the sulfonamides, of coal-tar 
origin? What analgesics and antipyretics do not 
contain coal tar? 


Robert F. Brennen, M.D., Fullerton, Pa. 


ANnswer.—All organic chemicals which are used as 
drugs contain carbon and thus may be considered to 
be related to coal, There is no sensitivity to carbon 
as such, but there may be sensitivity to many kinds 
of organic chemicals containing carbon. It is not 
possible to list drugs not made from coal products; 
any drug containing carbon may be considered to 
be a coal product in that coal is almost pure carbon. 
Many injectable preparations are available which 
do not contain phenol as a preservative. The char- 
acter of a preservative for injectable preparations 
is indicated on the label. 

Antibiotics contain carbon, but they are generally 
prepared from actual micro-organisms or are syn- 
thesized and are not ordinarily considered to be of 
coal-tar origin. Most antipyretic agents, such as the 
salicylates, aspirin, aminopyrine, and the cincho- 
phens, are considered to be coal-tar derivatives. 
Sensitivity to these agents generally comes from the 
amino, phenolic, or hydroxy groups of these com- 
pounds. These groupings may react with amino 
acids in the body, producing, as Landsteiner showed 
years ago, peptide linkages to which sensitization of 
body cells may occur, so that allergic symptoms may 
develop. Such sensitivity to drugs of this sort may 
be expected in about 5% of patients. Indications of 
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such sensitivity may be obtained from careful case 
history. Similar combinations of this sort may occur 
in connection with some antibiotics, such as peni- 
cillin. Allergy to penicillin may be severe. 
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HORMONAL IMBALANCE 


To tHE Eprror:—A woman, aged 54 years, who had 
been operated on for a toxic goiter in 1933, had 
a fibroid of the uterus and the oviducts removed 
in 1945, leaving in the ovaries. After the latter 
operation the patient became somewhat de- 
pressed and for a short time hypersexed. At 
present she is still nervous but is no longer hyper- 
sexed; in fact, there is a certain amount of frigid- 
ity. For three years she has had severe sweating 
which comes on any time of day or night and in 
any kind of weather. None of these sweating 
periods seem to be brought about by her nervous 
condition. Recently, administration of tranquiliz- 
ers has changed her attitude, but nothing has 
relieved the violent sweating. Injections of various 
hormones have not helped; neither have atropine 
derivatives. Is there any treatment for this un- 
usual loss of sweat, or any possibility of drying 
up this condition? 


Edward A. Grad, M.D., Cincinnati. 


Answer.—The fact that this 54-vear-old woman 
had a pelvic operation and following this operation 
had some nervous symptoms and changes in libido 
is highly suggestive. The marked vasomotor in- 
stability, with excessive sweating, could very likely 
be associated with a hormonal imbalance, which 
may have followed interference with blood supply 
of, or damage to, the ovaries at the pelvic operation 
in 1945, The typical hot flushes which many patients 
have are sometimes associated with severe sweat- 
ing, and this patient's symptoms may be due to a 
similar type of disturbance in sex hormone regula- 
tion. It is suspected that in many of these patients 
pituitary gonadotropic hormones are secreted in 
excess. The use of estrogen therapy might give this 
patient relief. Estrogen therapy could be started 
with injections of a slowly absorbed, long-acting 
estrogen and continued with moderate daily doses 
of orally administered estrogen. Some patients re- 
ceive greater benefit from combined  estrogen- 
androgen therapy. Mild sedation, such as might be 
provided with \% grain (15 mg.) of phenobarbital 
from two to four times daily, or the use of one of 
the newer tranquilizers is frequently of considerable 
adjunctive benefit in relieving patients with severe 
Hushing or sweating. 
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STEROID MEDICATION IN PRESENCE 
OF TUBERCULOSIS 


To THE Eprror:—An 85-year-old man has a severe 
dermatitis with large bullae, which has been diag- 
nosed as a possible drug dermatitis from the use 
of barbiturates. His white blood cell count showed 
48% eosinophils. Inasmuch as the dermatitis did 
not respond to antihistamines, 40 units of cortico- 
tropin (ACTH) was administered daily. His skin 
has now cleared considerably, and the eosinophil 
count has been reduced to 17%. In the course of 
his examinations, blood chemistry tests, including 
protein level, were normal, but the chest x-ray 
has shown an old tubercular apical lesion, and 
the sputum has been positive for acid-fast bacilli. 
The patient is now being treated with antituber- 
culosis drugs. But his skin condition, although 
better, is still active. Under the circumstances is 

_continuation of the corticotropin therapy war- 
ranted? Monroe B. Kunstler, M.D., New York. 


Answer.—This is apparently a chronic fibroulcer- 
ative type of pulmonary tuberculosis, with many 
tubercle bacilli being found in the sputum. There 
should be many caseous tubercles on and about the 
pathological extent. It has been the experience of 
this consultant that corticotropin (ACTH) and the 
cortisone preparations have a definite tendency to 
reactivate a quiescent tubercular lesion or to cause 
extension or spread of a lesion which has caseous 
tubercles. This has occurred despite the fact that 
the present array of drugs is being employed to 
treat this patient with some success. 

The skin lesion does not belong to the group 
found in tuberculosis. The blood cell count would 
seem to indicate an allergic type of dermatosis. The 
improvement in the skin condition with use of 
corticotropin, as evidenced externally and in the 
follow-up blood cell counts, would also bear this 
out. It is felt that no more corticotropin should be 
used but that the antituberculosis medication should 
be continued and the dermatosis treated with anti- 
histaminic drugs. Calcium should be given intra- 
venously, along with the oral administration of some 
vitamin D and B complex. 


TREATMENT OF SCLERODERMA 
To tHe Eprror:—What is the accepted treatment 
for systemic scleroderma? Can improvement be 
brought about through use of cortisone or corti- 
cotropin (ACTH) or such antimalarial drugs as 
quinine, Atabrine, or chloroquine? 
Saul S. Trevino, M.D., San Antonio, Texas. 


Answer.—There is no accepted modern treat- 
ment for generalized scleroderma. The prognosis 
for continuation of life is as bad today as it was 
20 years ago. New reports of seemingly successtul 
treatment are appearing constantly. However, the 
rarity of the condition makes it impossible to gather 
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a series large enough to be significant statistically, 
with adequate controls. Spontaneous remissions and 
relapses further complicate the problem of estab- 
lishment of a therapeutic regimen. The use of 
corticosteroids is praised by some and condemned 
by others because of the necessity for long-con- 
tinued administration plus a high incidence of 
reactions. However, most experts feel that a trial 
of such treatment is reasonable. The use of anti- 
malarial agents is of questionable value in this 
entity. Most reports stress their use in morphea 
(localized scleroderma ) rather than in the systemic 
type. The use of vasodilators perhaps offers the 
best symptomatic results, if the dosage is sufficiently 
high and the administration is adequately pro- 
longed. Sympathectomy has been advocated, but 
here again the evidence of benefit is not conclusive. 
It must be remembered that the eventual outlook 
is poor, regardless of all known therapeutic ap- 
proaches and despite temporary clinical benefits. 


STERILIZATION OF DRUG AMPULS 


To tHe Eprror:—Some authorities have advised 
against the sterilization of drug ampuls, used in 
spinal anesthesia, by their immersion in chemical 
solutions. Please supply information concerning 
the feasibility of autoclaving (repeated, if de- 
sired) of the following ampuls of drugs—Ponto- 
caine, Novocain, Xylocaine, Neo-synephrine, epi- 
nephrine, 10% dextrose, and hyaluronidase. For 
how many minutes and under what pressure is 
autoclaving required for these drug ampuls? 


M.D., Wisconsin. 


Answer.—The answer to the query of this physi- 
cian has been written and reported by Carter and 
associates (Anesthesiology 15:480, 1954). The au- 
thors intimate that most of the drug ampuls can 
be sterilized several times. In fact, they conclude 
that Novocain and Pontocaine can be sterilized 
up to five times. This may be true of fresh lots 
when autoclaving is repeated over a day or two. 
However, the age of the solutions and the time 
interval between autoclaving are important, par- 
ticularly regarding possible hydrolysis of Ponto- 
caine. However, it would be safe to say that one 
autoclaving of any of these drugs at a temperature 
of 120 C and a pressure of 15 lb. for 15 minutes 
would do no significant harm to any of the drugs 
mentioned, 

However, the second autoclaving may reduce 
somewhat the effectiveness of hyaluronidase and 
epinephrine. Pontocaine “Niphanoid” may lose its 
snow-like appearance after autoclaving and tend 
to adhere to the sides of the ampul. This may re- 
duce the solubility but not the potency. Dextrose 
solutions may show a slight discoloration after 
reautoclaving. The sympathomimetic compounds, 
such as epinephrine and Neo-synephrine, are much 
more heat-labile than local anesthetic solutions. 
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Particular care is necessary to assure that maximum 
autoclaving conditions are not exceeded. These 
drugs should not be reautoclaved whenever it can 
be avoided. Hyaluronidase also would be much 
more heat-sensitive than the local anesthetics. 


METASTASIS FROM TESTICULAR TUMOR 


To tHE Eprror:—A 23-year-old man had a tumor 
of the right testis removed in July, 1956. Patho- 
logical examination revealed both seminoma and 
embryonic-cell carcinoma. The patient had had 
the tumor at least 16 months prior to removal. 
A lymph-node dissection was performed, with 
evidence of both tumors in the pathological 
specimen. X-ray therapy was carried out over the 
following seven weeks. Three months from dis- 
charge, a mass was palpated in the right subcostal 
region. During the nine months that this mass 
has been under observation, it appears to have 
become harder but not to have increased in size. 
Chest x-rays and intravenous pyelograms have 
been negative. A modification of the Aschheim- 
Zondek test was equivocal on first admission and 
is negative now. Other laboratory tests are nor- 
mal, and the patient appears well except for 
lameness and pain in the right leg, apparently 
related to the mass. Is there any likely possibility 
to explain the mass other than recurrence of the 
tumor? What treatment, if any, is indicated at 
this time? What other treatments are available 
for possible future palliation? 


M.D., New York. 


Answer.—The description of the case report fits 
in with a diagnosis of metastasis from the primary 
testicular tumor. Unfortunately, insufficient infor- 
mation is given regarding the extent of the lymph- 
node dissection in July, 1956, and the character of 
the subcostal mass discovered three months later. 
Is the subcostal mass superficial, intraperitoneal, or 
retroperitoneal? Is it attached to any organ? The 
advisability of surgical removal, or at least biopsy, 
naturally suggests itself, although this may prove 
impractical. If the mass is neoplastic and inoperable, 
x-ray therapy is the only method of treatment re- 
maining, in addition to palliative measures for the 
symptomatic control of complications as they arise. 


RABIES VACCINE FOR MELANOBLASTOMA 


To tHe Eprror:—A patient had a melanoblastoma 
resected some seven years ago. Recently he has 
shown evidence of spread. What is known of the 
use of rabies serum for the treatment of melan- 
oma? §. R. Russell, M.D., St. Johns, Mich. 


Answer.—Rabies vaccine has been employed ex- 
perimentally for disseminated melanoma in only a 
small number of cases, Although there was some 
suggestion of temporary regression in several of 
the cases in which the vaccine was administered, 
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in the majority of instances the disease was ap- 
parently uninfluenced. So far the results of investi- 
gation on a small number of cases with rabies 
vaccine therapy would certainly not be sufficiently 
conclusive to advocate its use in a case such as is 
presented. For further information see clinical note 
by Pack (Arch. Dermat. & Syph. 62:694-695 [Nov. ] 
1950). 


OPTIC ATROPHY 


To tHE Eprror:—A 45-year-old woman, suffering 
from malignant lymphoma, received a course of 
mechlorethamine (Mustargen) hydrochloride, the 
medicament being given in 5-mg. doses, each 
dose on an alternate day, until a total of 25 mg. 
This was in conjunction with an infusion of corti- 
cotropin (ACTH) given intravenously. The ad- 
ministration of corticotropin was continued for 
20 days after treatment. Two months later the 
patient complained of failing vision, which cul- 
minated in total blindness within a week. Oph- 
thalmoscopic examination revealed bilateral optic 
atrophy. Two weeks later death occurred. Autopsy 
did not reveal any gross lesion within the cranial 
cavity. Could mechlorethamine be held respon- 
sible, in the absence of other obvious systemic 
lesion capable of producing optic atrophy of 
such speedy progress? M.D.. Israel. 


ANSWER.—Optic atrophy has not been reported 
as a sequela of the use of mechlorethamine hydro- 
chloride. Chlorpromazine is often used to counter- 
act the emetic effect of mechlorethamine and as a 
tranquilizing agent in patients with serious disease 
and has caused optic atrophy in patients manifest- 
ing an idiosyncrasy to this drug. If it was used 
during the illness of this patient, it would be a more 
likely cause of the disturbance than would 
mechlorethamine. 


CARCINOMA OF PAROTID GLAND 

To tHE Eprror:—A patient had a small, pea-sized 
tumor removed from the lower pole of the parotid 
gland, which was reported to be an adenocar- 
cinoma, After six months there is an apparent 
recurrence of the tumor at the site of the previous 
enucleation. The tumor mass, on palpation, is 
about 1 cm. in diameter. Should the entire parotid 
gland be removed, sparing whatever branches of 
the seventh craniai nerve that are not involved 
in the tumor? Should a radical parotidectomy be 
done, removing the entire gland and all the 
branches of the seventh nerve? Should only the 
lower pole, which contains the tumor only, be 
removed, sparing all the seventh nerve branches 
possible? M.D., New York. 


Answer.—The entire parotid gland should be re- 
moved without consideration of the facial nerve in 
any way whatsoever. The malignant tumor has 
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recurred, and it is particularly necessary to remove 
the parotid lymph nodes lying at about the junction 
of the superficial and deep lobes of the parotid 
gland, together with all other parotid nodes. There 
is a remote possibility of identifying the trunk of 
the facial nerve after its emergence from the stylo- 
mastoid foramen, where it lies free for about 6 to 
12 mm., so that the nerve can be followed forward 
to where it encircles the isthmus of the superficial 
and deep lobes of the parotid. If so, the upper 
division of the pes anserinus can be spared, thus 
enabling the patient to close his eye. This point is 
of minor importance because the tumor may be al- 
ready lethal. Every effort should be made to excise 
it, with at least a centimeter of normal tissue around 
it, whether or not this damages any or all of the 
facial nerve. 

Furthermore, a careful check should be made for 
metastatic disease of the lymph nodes in the neck 
and for more distant metastases. If a suggestive 
node is found in the neck, a block dissection should 
be done along with the radical parotidectomy. 


CLEANING OF DIRT AND CINDERS 
IN WOUNDS 


To tHE Eprror:—What is the best way to get out 
cinders and dirt that have been ground into, and 
under, the skin of persons who have fallen or 
have been in accidents? 


G. L. Lester, M.D., Chautauqua, N. Y. 


Answer.—The best treatment to get out cinders 
and dirt ground into and under the skin is to anes- 
thetize the patient and vigorously scrub the skin 
with soap and water using a stiff brush. This should 
be done immediately after the accident. 


VAGINAL BLEEDING AFTER MENOPAUSE 
To THE Eprror:—A 45-year-old woman had her last 
menstrual period one year ago. Recently she 
bled rather excessively for one week and then 
stopped spontaneously. A Papanicolaou stain of 
smear was negative for cancer cells. A diagnostic 
dilation and curettage showed a moderate amount 
of endometrial tissue. The pathology report 
showed “secretory-phase endometrium.” The 
uterus is symmetrically enlarged, the size of a 
five-month gestation (the patient is markedly 
obese with a pendulous abdomen, making bi- 
manual examination difficult). The adnexa are not 
felt. How does one account for the secretory- 
phase endometrium? If the patient should bleed 
again, would a hysterectomy be indicated? 
M.D., New York. 


Answer.—This patient has had one week of 
vaginal bleeding at the age of 45 after a year of 
amenorrhea. Her physician felt obligated to do a 
cervical dilatation and endometrial curettage, so 
that tissue for biopsy could be obtained and there- 
by rule out uterine malignancy. The pathologist's 


J.A.M.A., Dec. 14, 1957 


report of secretory endometrium suggests that this 
patient has had a delayed menstrual period with 
ovulation, even though she previously appeared to 
have reached a permanent physiological menopause. 
This is an unusual but recognized sequence for 
some patients of this age group. Pregnancy has 
occurred on rare occasions. The uterine enlarge- 
ment that may exist is probably associated with a 
myoma or adenomyosis. The secretory endometrium 
is accounted for by a delayed normal menstrual 
period. A hysterectomy is not indicated in this 
patient at this time, and it is not suggested that 
it be done later should a similar isolated episode 
of bleeding occur. 


UNILATERAL NASAL DISCHARGE 


To THE Eprror:—A woman, aged 45 years, com- 
plains of a dripping from her left nostril for the 
past six months. The exudate is a clear, colorless, 
odorless discharge which she blows from her nose 
every 15 or 30 minutes when she is up and about. 
However, when she goes to bed at night the 
drainage stops. The mucous membrane of both 
nostrils is pink, and there are no growths or for- 
eign bodies. Climate and geographical disturb- 
ances cause no change, and air conditioning does 
not affect the condition in any way. The patient, 
however, is allergic to soap and cosmetics. Please 
give an opinion and suggestions for this case. 

M.D., Ohio. 


ANnswerR.—A_ unilateral nasal discharge, such as 
described, may be due to a spontaneous cerebro- 
spinal leak. The discharge should be collected and 
subjected to the Fehling test and microscopic 
examination for cells. Grossly, cerebrospinal rhinor- 
rhea presents a clear fluid that does not stain or 
crinkle the cloth on which it is collected. Adminis- 
tration of cortisone or some of its derivatives may 
be of some benefit. 


HEMOPHILIA 


To tHe Eprror:—In a family of three boys and one 
girl, all three boys are hemophiliacs. While the 
condition seems mild in two of the boys, the 
middle boy shows a high PTC (plasma thrombo- 
plastin component) deficiency. There is no ac- 
curate knowledge to prove that the father was 
a hemophiliac. Would the girl, should she marry, 
produce hemophiliacs in any of her male off- 
spring? 

Curtis T. Skeete, M.D., Riverhead, N. Y. 


Answer.—If the boys have true hemophilia, it 
may be presumed that the mother is a “carrier.” In 
this case, since it is not known whether the father 
had hemophilia, the daughter could be normal or 
she could be a “carrier.” At present there is no 
clear-cut laboratory test for carriers, although a 
frog kidney test has been proposed and in some 
cases abnormalities in the clotting mechanism have 
been detected. 
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